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Since 1933, out of a series of over 1,600 cases of acne in women 
more than 15 years of age, we have been able to collect 13 instances 
of an unusual pyodermic process localized on the face. Reports in 
the available literature and in standard textbooks on dermatology 
defining this condition are conspicuous by their absence, although a few 
cases somewhat similar to ours, which we shall discuss subsequently, 
have been recorded. 

This condition, to which we have assigned the term “pyoderma 
faciale,’ is a cutaneous disease characterized by a sudden, fulminating 
onset of pyoderma in young women who are usually in their early 
twenties. It is localized definitely on the face—the chin, cheeks and 
forehead bearing the brunt of the attack. A history of clinical signs 
of previous or associated acne vulgaris cannot be elicited from more 
than half the patients. 

SYMPTOMS 

The disease is characterized by an intense reddish to cyanotic 
erythema extending over the involved portions of the face, with super- 
ficial and deep abscesses (fig. 1 4) and deep cystic structures. 

The abscesses, many of which are linear in outline, are connected 
with one another through communicating channels or sinus tracts. On 
evacuation of the contents of the abscesses, a profuse amount of 
greenish yellow purulent material, sometimes fluid-like in consistency, 
is obtained. From the older cystic cavities a thin, yellow oily sub- 
stance may be expressed. The extent of the pyoderma may increase as 
healing begins (fig. 1 B) 

The borders of the processes are sharply demarcated from the 
normal skin (fig. 2). Seborrheic characteristics of the scalp and other 


regions and evidence of acne vulgaris on the skin of the face or chest 


From the Section on Dermatology and Syphilology, the Mayo Clinic. 
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Fig. 1 (case 5).—In A are seen superficial and deep abscesses connected with 
each other and absence of comedos; B shows the appearance two months later. 











Fig. 2 (case 9).—The involvement of the central portion of the face is shown 
by sharp demarcation from the normal skin. Note the resemblance to vegetative 
iododerma or bromoderma. 
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e usually absent, or present in a minimal degree. The face may 


ippear to be puffy. Old and new abscesses are frequently present in 


the same patient. Linear keloidal scars and keloidal retraction of the 
active abscesses may be prominent features (fig. 3). 

There is no apparent predilection for any certain type of physique ; 
the disease as we observed it affected sthenic and hypersthenic women 
as well as asthenic women. Prior to the onset of pyoderma, the patients, 
with few exceptions, considered themselves to be in good health. In 
only 1 instance, case 1 in our series, was there any evidence of pre- 
existing ill health. No history of previous loss in weight, previous 





Fig. 3 (case 12).—Keloidal scarring and linear abscess. 


febrile reaction or previous infectious disease was elicited from the 
patients we observed. 

Constitutional symptoms usually are absent; there may be a slight 
associated loss in weight, and many patients had low grade anemia. 
A febrile reaction was noted in only 1 instance (case 10). A loss of 
vigor and vitality was complained of only occasionally, and then early 
in the course of the disease. 

The nosologic category of this condition is indistinct; yet it has 
many characteristics similar to those of perifolliculitis capitis abscedens 
et suffodiens (dissecting cellulitis of the scalp). When compared with 
the acnes, this type of pyoderma has more features in common with 
a severe grade of acne cachecticorum than with acne conglobata. It 
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must be remembered that these two types of “acne” have certain 
characteristics in common, a point which has been emphasized recent, 
by Michelson and Allen? in regard to acne conglobata and dissecting 


cellulitis of the scalp. 


REVIEW OF CASES IN THE LITERATURE 

In 1916 Trimble? presented before the New York Dermatological 
Society a woman 30 years of age who until three months previously 
had had a smooth, clear skin. After a facial massage, most of the 
sebaceous glands in her face became inflamed and infected. This con- 
dition was succeeded by disseminated scarring. The case presented 
by Trimble differed from our cases in that the condition followed a 
massage, an activating process which did not occur among the patients 
in our series or among the few patients reported on in the literature. 

Fuhs * in 1927 presented in Vienna a 19 year old girl who for a little 
more than two years had a mild acne, which in the last two month period 
developed into a “peculiar acne indurativa and phlegmonosa.” The lesions 
were localized on the middle parts of the face—the forehead, nose, chin 
and cheeks—and were sharply demarcated from the normal skin. The 
lesions were confluent, with perifollicular nodules and nodes and a 
central pustule. There were multiple softenings suggestive of sebaceous 
cysts. The specimen taken for biopsy revealed the presence of non- 
specific inflammation, with formation of an abscess and partial destruc- 
tion of the follicles in the cutis. 

A contracture of the left hip joint, resulting from a draining tuber- 
culous coxitis, was present. Stains for Mycobacterium tuberculosis 
applied to specimens taken from the lesions of the face disclosed no 
acid-fast organisms, although the reaction to the Pirquet test was 
strongly positive and the Moro reaction, according to Fuhs, revealed 
a distinct exacerbation of the inflammatory phenomena in the focus 
of the disease. Clinical and. roentgen examination of the lungs gave 
negative results for tuberculosis. 

Kreibich * described in 1931 as acne conglobata a condition which 
was etiologically and clinically obscure. The patient was a young girl 
who was employed in a printing establishment. Restricted to the nose 
and the adjoining portions of the cheeks were large abscesses, which 
recurred after incision. There were communications present, connect- 


1. Michelson, H. E., and Allen, P. K.: Acne Conglobata, Arch. Dermat. & 
Syph. 23:49 (Jan.) 1931. 

2. Trimble: Acne with Unusual Scarring, J. Cutan. Dis. 34:766 (Oct.) 1916. 

3. Fuhs: Ejigenartige Acne indurata und phlegmonosa, Zentralbl. f. Haut- u. 
Geschlechtskr. 23:624, 1927. 

4. Kreibich: Acne conglobata, Zentralbl. f. Haut- u. Geschlechtskr. 38:297. 


1931. 
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o these abscesses with one another and seeming to have a follicular 


centration. The characteristic signs of acne rosacea, acne vulgaris 
il seborrheic eczema were missing. 

In 1934 Jamieson’ presented before the Detroit Dermatological 
society for diagnosis the case of a woman 31 years old who ten years 
previously had had mild pulmonary tuberculosis. In 1930 she had a 
mild acne rosacea of six months’ duration, and there was a slight 
recurrence in 1931. A thyroidectomy had been done in January 1933. 
In April 1933 a group of deep-seated, bluish red acneform lesions 
developed, appearing on the right cheek and on the right sides of the 
chin and forehead. Roentgenotherapy was of no benefit, but the lesions 
healed slowly after drainage. The histologic examination made at the 
University of Michigan was reported to show evidence of the presence 
of a chronic infective granuloma, probably tuberculous. The clinical 
impression was, however, that the condition this patient had was not 
tuberculosis. 

In the discussion of Jamieson’s patient Wile stated: 

For many years dermatologists have been calling eruptions of this type cystic 
acne. The majority of the cases, however, do not conform to the criteria for 
ordinary acne. In the first place, they occur in older persons, mostly women, 
many of whom are married. The onset is usually abrupt, in contrast to that of 
acne which develops in adolescence. 

Many of the patients observed by my associates and me have had a perfectly 
clear skin up to a short time before the eruption was at its worst. There are 
few or no comedos. The condition progresses rapidly to the formation of large 
confluent abscesses much like the cold abscesses of tuberculosis. 


Wile stated the belief that such conditions are characterized by a 
typical tuberculoid structure. In the specimens from 2 patients which 
we have been able to study histologically, we have not been able to 
demonstrate a tuberculoid structure. Hasley, also in discussing 
Jamieson’s patient, stated that he had encountered several similar con- 
ditions, all afflicting patients past the age of 20 who exhibited evidence 
of old, calcified pulmonary tuberculosis. 

One of us (O’Leary*) presented before the Minnesota Dermato- 
logical Society in 1934 the first patient of our series. We shall report 
4 cases in detail and shall give only a brief tabular summary (table 1) 
of the observations in the remaining 9 cases. 

5. Jamieson, R. C.: A Case for Diagnosis (Cystic Acne? Tuberculous 
Granuloma?), Arch. Dermat. & Syph. 30:162 (July) 1934. 

6. O’Leary, P. A.: Acne Indurata: Destructive Arthritis of the Right Wrist; 
Tuberculosis? Arch. Dermat. & Syph. 31:407 (March) 1935. 
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REPORT OF CASES OBSERVED 


Case 1.—An unmarried white woman 36 years old entered the Mayo Clini 
in April 1934, complaining of arthritis of the right wrist and severe pustula: 
eruption of the face of six months’ duration. The family history indicated that 
her father had had pulmonary tuberculosis. The patient’s history, other than 
the presenting complaint, was essentially insignificant. The presenting purulent 
eruption had appeared on her chin six months previously, and in a few weeks’ 
time had spread to involve both cheeks. Within the three or four months prior 
to admission there had been little if any progression of the disease. 

Examination showed her to be of the slender, pale asthenic type. Her physi- 
cal status was essentially normal except for edema and pain on motion of the 


Clinical and Laboratory Summary of 13 Cases of Pyoderma Faciale 








Tuberculin Reaction 


Age of Patient 
Duration, Months 
History of Tubercu- 
losis in Family 
Previous Acne 
Seborrhea 
Comedos 

Menstrual Exacerba 
Foci in Teeth or 
Tonsils 

Leukocytes 
Culture 


Case 


14,200 
7,600 
10,200 


woe 


Co 


15.9 11,600 
12.9 8,900 
10.2 8,900 


Osa1 D> 


11.0 10,700 
11.6 6,500 


So — -F = rm bo 


12.3 a“ 
14.4 6,000 


* After administration of thyroid. 
+ Blood culture. 

t Recurrence. 

§ Occasional. 


right wrist. Roentgenologic examination of the wrist disclosed destructive 
arthritis, probably tuberculous. Only a few comedos were present, and these 
were situated in areas unaffected by the dermatosis. Examination of the chin 
and cheeks revealed communicating, undermining, deep and indurated livid 
abscesses, with sharply defined demarcation from the surrounding normal skin. 
There were several draining orifices. The regions involved appeared to be 
edematous, and the surface was smooth except where crusts, formed as a result 
of drainage, were found. 

The value for hemoglobin was reported as 12 Gm. per hundred cubic centi- 
meters of whole blood, and leukocytes numbered 14,000 per cubic millimeter. 
Results of roentgenologic examination of the thorax and of the teeth were 
reported to be negative. The basal metabolic rate was reported as +2 per cent. 
An incised abscess yielded a micrococcic growth which was regarded as a con- 
taminant. 
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When this patient was seen again almost a year later, some scarring from 
ihe previous lesions was present, but no signs of active lesions were noted. We 
ilso heard from her in May 1937, up to which time she said there had been no 
recurrence. 


Case 2.—A single white woman 25 years old came to the clinic in August 
1935, presenting a facial pyoderma of two months’ duration. Her family history 
revealed nothing relevant to her present condition. Her general health always 
had been good. Since the age of 12 she had had a moderate degree of acne 
vulgaris of the face, chest and back. Much treatment had been administered for 
this condition without benefit. In June 1935, large red elevated, undermined 
plaques composed of numerous pustules and deep abscesses had formed rapidly on 
the patient’s cheeks, forehead, chin and neck. Linear cystic cavities connecting 
one with another were present. The abscesses would open spontaneously and 
drain thick creamy pus. 

Examination revealed large livid to erythematous elevated plaques, containing 
indurated abscesses and large pustules on the chin, cheeks and forehead. The 
abscesses communicated with each other. On the upper portion of the neck were 
large bandlike, linear cystic cavities, which contained a thin, yellow serous fluid. 
On the face were numerous small depressed scars, probably representing the residua 


of previous acne vulgaris. There were no associated comedos and no seborrhea 


of the scalp. 

Results of the physical examination were essentially negative. Results of 
roentgenologic examination of the thorax were reported as negative. Exami- 
natiot of the blood showed the following: hemoglobin, 14.3 Gm. per hundred 
cubic centimeters of whole blood, and leukocytes, 7,600 per cubic millimeter. The 
basal metabolic rate was —13 per cent. 

In November 1936 the patient wrote to us, stating that she had had no further 
difficulty with her skin. 


Case 3.—A single white woman 24 years old had had a severe pyodermic 
process on the face for the eight months prior to her admission, and it was for this 
reason that she came to the clinic in August 1934. In January 1934 erythematous 
hard nodules had developed on the right cheek; they broke down and discharged 
pus. There had been no improvement after incision and drainage of the nodules 
and the use of ultraviolet rays. 

One month later, a similar process had appeared on the left cheek and fore- 
head. The patient had received two roentgen ray treatments in February, after 
which the involved portions became very edematous and numerous pustules and 
deep, indurated abscesses developed. There was no pain or tenderness in the 
process. 

In May 1934 she had been hospitalized for three weeks because of an unex- 
plained febrile period, during which her temperature increased to 103 F. (39.4 C.). 
Since that period, there had been an extensive spread to the chin and the lower 
part of the face, despite treatment. She had been under the care of a competent 
dermatologist prior to her admission to the clinic, and a specimen for biopsy had 
been removed by him and submitted to two general pathologists and two dermato- 
pathologists for diagnosis. Each separately had reported the sections as having 
a tuberculoid structure. The patient’s attending dermatologist, however, had not 
agreed with this diagnosis, and we also were reluctant to accept the histologic 
observations as evidence that this young woman had a tuberculous dermatosis. 

Examination of the patient revealed a process localized on the face, such as 
the previous patients had presented, with the addition of large pitted scars. The 
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absence of comedos was a conspicuous feature. The general examination revealed 
septic tonsils, grade 2 (on a basis of 1 to 4), and a small but not infantile uterus. 
Studies of the blood disclosed a hemoglobin content of 11.9 Gm. per hundred 
cubic centimeters of whole blood ; the erythrocyte and leukocyte counts were normal. 

The basal metabolic rate was —7 per cent. Results of intradermal testing 
with old tuberculin were negative. Results of roentgenologic examinations of the 
teeth and thorax were also negative. Cultures taken from the abscesses and 
pustules on two occasions exhibited no growth in forty-eight hours. 

We frequently heard from the patient until July 1937, each letter stating that 
she felt well and that there had been no recurrence of the pyoderma. She said 
that the scars were gradually becoming less noticeable. 


Case 4—A single white woman 21 years old came to the clinic in July 1937, 
complaining of an intense pustular eruption of the face which had begun four 
weeks previously. The patient’s family history was essentially not pertinent to 
her condition. She had always considered herself to be in excellent health. Her 
menstrual periods had begun at the age of 12 and had always been normal, except 
that the three menses just: prior to her coming to the clinic had been less in 
amount and had lasted only three days instead of the usual five. 

Six weeks prior to her admission to the clinic and two weeks prior to the 
onset of the condition, she had been vaccinated against smallpox. There was 
no history of previous acne vulgaris. The onset of her present condition had 
started with what she described as a severe “acne” of the chin, which in two 
weeks had spread to involve the right cheek. 

Examination disclosed the patient’s chin and cheek to be studded with deep, 
indurated abscesses and superficial pustules, some of which were connected by 
undermining channels. The whole region was edematous and presented a boggy 
appearance. On incision of the abscesses, a thick greenish yellow pus was 
evacuated. Results of her general physical examination were essentially negative 
except for dermatophytosis of the feet. 

The hemoglobin content was reported as 9.1 Gm. per hundred cubic centimeters 
of whole blood. Results of roentgenologic examination of the thorax were negative. 
Roentgenologic examination of the teeth revealed one periapically infected tooth. 
The basal metabolic rate was 0. A culture of the material from the abscesses and 
pustules showed no growth in forty-eight hours. In spite of persistent therapeutic 
efforts, the patient’s entire face soon became involved. Typhoid vaccine was 
administered intravenously, after which procedure she rapidly improved. At the 
time this paper was written (1939) the patient had no further difficulty with 
her skin. 

ETIOLOGIC CONSIDERATIONS 


We have not been able to determine the causative factor of pyoderma 
faciale. Although tuberculosis is prominent among the considerations 
in eruptions of this type, we have not been able to establish a tuberculous 
conception of this disease. Many conditions belonging to the pyodermas 
and granulomas often have a histologic picture consisting of epithelioid 
cells, lymphocytes and giant cells (usually of the foreign body type), 
and may not have a definite tubercle formation. Such a formation is, 
however, only presumptive evidence that the process is of tuberculous 
origin, unless Mycobacterium tuberculosis actually is demonstrated. 


/ 


4 
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Tuberculosis in the family background was reported by only 2 of 
our 13 patients, and the condition in 1 patient was probably tuberculous 
uthritis. Results of roentgenologic examinations of the thorax in 12 
f the 13 patients were negative for tuberculosis. Intradermal testing 
with purified protein derivative of tuberculin produced negative reactions 
in 4 of 5 patients. 

Van Studdiford* recently reported on the value of tuberculin, both 
human and bovine types, in the treatment of certain types of acneform 
eruptions. He apportioned the acnes he had observed into three classes. 
According to the description and the 1 photograph accompanying his 
report, the condition encountered in his third class somewhat resembles 
that in our series of cases. 

None of our patients was treated with bovine or human tuberculin. 
In specimens taken from 2 of our patients for whom biopsies were 
performed, there was no histologic evidence of tuberculosis, although 
in 1 case studied elsewhere the specimen was diagnosed histologically 
as tuberculous. 

Guinea pigs inoculated with aspirated material obtained from 1 of 
the patients exhibited no evidence of having tuberculosis when they 
were killed seven and one-half weeks after inoculation. Cultures of the 
aspirated pustular material of 6 patients gave negative results bacterio- 
logically ; results of culture of the blood were negative for 1 patient. 

Foci of infection, found in the teeth or tonsils or in both, were 
present in 6 of our 13 patients. In our series the disease had no apparent 
relationship to the social status or occupation of the patient or to the 
type of body framework. A history of previous acne and evidence of 
its previous existence characterized 6 of our patients, and seborrhea 
of the scalp afflicted 7 patients. None of the patients had a history of 
ingestion of iodides or bromides. 

Premenstrual or menstrual exacerbations, which are so prominent 
in the conditions of patients who have acne vulgaris, affected only 4 
of the 13 patients. In 1 instance the duration of the menses decreased 


from a normal period of five days to two or three days; however, the 


pyoderma of this patient did not become worse before or during 
menstruation. 

Determination of values for estrogenic and gonadotropic substances 
gave no clue in 4 instances in which measurements were made. The 
basal metabolic rate produced no definite leads; it usually was within 
the lower half of the limit considered normal. It is interesting to note 
that a*moderate to mild degree of anemia was noted in 9 patients. Only 
3 patients did not have anemia. 


7. Van Studdiford, M. T.: Diagnostic and Therapeutic Use of Tuberculin in 
Certain Acneform Eruptions, Arch. Dermat. & Syph. 38:737 (Nov.) 1938. 
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The significance of this observation in our estimation is that pyo- 
derma affects principally persons whose general physical condition jis 
deficient and who present a field in which the causative agent, what- 
ever it is, can achieve success. The fact that the disease in our series 
occurred among young women and the fact that we have observed no 
analogous conditions among men are important, although their signifi- 
cance is not known. Equally important is the site of occurrence of the 
pyoderma, the lesions being sharply limited to the face. 








Fig. 4 (case 13).—Section showing the infiltrate lying deep in the cutis and 
composed of polymorphonuclear leukocytes, lymphocytes and epithelioid cells. 
Hematoxylin and eosin stain; x 80. 


HISTOPATHOLOGIC CONSIDERATIONS 


The pathologic change noted in two biopsy specimens, one from an 
early lesion and the other from a late lesion, was an infiltrate composed 
of polymorphonuclear leukocytes and lymphocytes deep in the cutis 
(fig. 4), situated perifollicularly and about the sebaceous glands. Early 
necrosis of the perifollicular connective tissue was noted; it gradually 
extended peripherally and centrally to cause destruction of the hair 
follicle and its accompanying sebaceous gland. The more superficial 
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il glands also were destroyed. The disease process developed until 


lated abscesses became confluent and merged into one large abscess. 

In one section obtained for biopsy, several of the hair follicles were 
markedly dilated and contained keratinized material. However, no 
definite comedos were seen. There was complete loss of connective and 
clastic tissue deep in the cutis at the regions of necrosis. The changes 
in the blood vessels consisted of dilatation of the capillaries. In one 
section, a portion composed of epithelioid cells, leukocytes and a giant 
cell of the foreign body type was observed. We were unable to demon- 
strate acid-fast bacilli by means of special stains. 


COURSE AND TREATMENT 

The course of pyoderma faciale is characterized by periods of rapid 
spread. In 4 instances the spread was attributable to premenstrual 
or menstrual exacerbations. In other cases no explanation for the 
spread was found. One patient had a recurrence; the first attack had 
occurred four years previously but had subsided under therapy in six 
months’ time and had recurred four weeks prior to her admission to 
the Mayo Clinic. 

The duration of the disease up to the time of the patient’s admission 
to the clinic varied from one month to one year. From these data it 
seemed apparent that the maximal involvement was reached from 
within a few weeks up to three months after the onset of the disease 
(in 1 instance the disease progressed for six months), and after this 
the process either remained stationary or slowly resolved. 

The survey of these cases indicates that in an occasional patient 
the disease tends to undergo spontaneous involution. Whether this 
involution is caused by previous treatment or is due to a natural course 
of events is unknown. 

It is our impression that the eventual outcome of the disease in the 
majority of cases is disappearance within approximately a year. 

Two types of treatment were used in the care of the patients. The 
first consisted of local measures, which in general were those used in 
the care of acne vulgaris. Sulfur lotions, wet dressings and the stronger 
peeling ointments were employed as seemed indicated ; the use of these 
was combined with judicious treatment by incision and drainage of the 
pustules and abscesses. The majority of patients (8 of the 13) received 
both filtered and unfiltered roentgen ray therapy. Ultraviolet irradia- 
tion was used for 4 patients, both locally to the face and generally to 
the trunk. 

The second type of therapy was directed toward the systemic status 
of each patient. We believe that with the use of the local measures, 
including incision and drainage, in conjunction with the administration 
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of thyroid and ovarian extracts the results were definitely better than 
they would have been if these medicaments had not been used. With 
patients in whom the pyoderma was progressing in spite of local treat 
ment, attention to the general condition was essential in bringing about 
regression of the disease. 

It is interesting to note here that the patients who received roentgen 
ray therapy fared no better than the 5 patients who did not. From 
this it seems evident that there is no definite benefit to be gained from 
the employment of roentgen rays in the treatment of this condition. 

We demonstrated to our own satisfaction that hospitalization 
materially hastened the arrest of this disease: Rest in bed, daily 
dressings, and a forced diet of a high caloric and high vitamin content 
in conjunction with the use of vitamin A, B and D supplements 
materially shortened the course of the disease. 

Phenol and alcohol peeling therapy was used with benefit for the 
scarring, which was often keloidal. Occasionally, radium was used for 
the treatment of the more pronounced keloidal scars. With this pro- 
cedure the average period of treatment lasted from six to eight weeks. 

The pyoderma of 2 patients progressed in spite of intensive thera- 
peutic efforts, and it was not until foreign protein therapy in the form 
of typhoid vaccine was administered intravenously that we noted any 
improvement. 

The involution with this varied therapeutic procedure, together with 
our inability to demonstrate the presence of tuberculosis in the cutaneous 
lesions or elsewhere with any degree of regularity, has led us to believe 
that pyoderma faciale is primarily an infectious process 


SUMMARY AND CONCLUSIONS 


, 
A unique form of facial pyoderma which afflicts young women is 


described. 

This condition, although a disease of the sebaceous structures, is 
characterized by an infection of the sebaceous glands and perifollicular 
tissues; it is marked by an absence of comedos, a rapid onset and a 
fulminating course, strict localization to the face and absence of acne- 
form lesions on the chest and back. 

The disease is etiologically obscure. We were unable to find evi- 
dence to support the conclusion that the condition is tuberculous. 

Treatment tends to shorten the duration of an occasionally self- 
limited disease process. Best results therapeutically are obtained by a 
high vitamin diet with administration of vitamin supplements, rest in 
a hospital, ultraviolet ray therapy, local surgical treatment, administra- 
tion of thyroid and ovarian extracts and, on occasion, intravenous 
administration of typhoid vaccine. 





PINTA IN CUBA 


SPECIAL CLINICAL FEATURES OF THE CUBAN CASES AND 
DISCOVERY OF A SPIROCHETE IN ACTIVE LESIONS 
AND IN THE LYMPH GLANDS 


BRAULIO SAENZ, M.D 
IN COLLABORATION WITH 
JUAN GRAU TRIANA, M.D. 
AND 
ALFONSO ARMENTEROS, M.D. 


HABANA, CUBA 


Although pinta is common in Mexico and Colombia, countries where 
it reaches endemic proportions, this peculiar dyschromic condition has 
likewise been observed for many years, but in a smaller proportion, in 
the tropical regions of the New World: Venezuela, Brazil, Peru, Central 
\merica and the West Indies. The condition is called boussarolle in 
Haiti, guassarole in the Dominican Republic and piquete in Guadaloupe. 

In Cuba, the largest and most populous island in the Caribbean Sea, 
with a high mean temperature, high humidity and heavy rainfall, all 
conditions which are considered to be favorable for the existence of 
pinta, there were no cases reported before the year 1929. I have reached 
this conclusion after a thorough and careful study of the Cuban medical 
literature and would add that I have been unable to find any description 
under another name of a condition which might correspond to the disease 
in question, 

The story of pinta has developed in three stages. The first period 
extended from 1921 to 1929, during which time the condition was con- 
sidered to be a special tvpe of late keratotic syphiloderma of the palms 
and soles. The second commenced in 1929, when this condition was 
presumably identified as caraté. The third began on Aug. 3, 1938, with 
the discovery of the spirochete which causes the condition and with the 
confirmation of the hypothesis previously formed as to the spirochetic 
nature of the disease. 

Between 1921 and 1929 a series of cases was studied in which the 
patients presented symmetric keratoses of the palms and soles with sub- 
sequent extension to the dorsa and in some to the arms and legs. The 


condition was characterized by slate blue achromic changes of the flexor 


Read at the Sixty-Second Meeting of the American Dermatological Associa- 
tion, Inc., Monte-Bello, Quebec, Canada, June 1, 1939. 
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aspects of the wrists. In the final stages there was slight atrophy. 
Evolution was slow and extended in some cases over twenty years. 
There was no history of syphilis, but the Wassermann reaction was 
strongly positive in all patients, and the lesions yielded to antisyphilitic 


treatment. 

These facts and the infiltrated and elevated borders, at times poly- 
cyclic, led to the consideration of the process as a late syphiloderm 
en nappe. Nevertheless histopathologic studies did not substantiate the 
theory of syphilis. 

The first patient observed consulted me in December 1921 in the 
dermatologic department of the Mercedes Hospital for a condition 
that had been treated in other departments for over two years without 
result; it had been considered as tinea albicescens Nieuwenhuis by some 
and as an undetermined mycotic infection by others. In consequence, 
the lesions had been treated with iodine and salves. 

Direct examinations of the scrapings and cultures were made, the 
results of both being negative for fungi. This result could be presumed 
from the clinical features, which did not correspond to those observed 
in fungous diseases. 

Palmar psoriasis, dry squamous eczema and other keratoses could be 
eliminated. 

I was much surprised at not finding in any of the 7 cases studied 
in the first period any histologic substantiation of syphilis, and I thought 
the condition might be due to an advanced stage of terminal atrophy 
which could result from syphilis as well as from any other chronic 
inflammatory process. The shortest duration of the lesions in these 
cases was ten years, and in some the course extended to twenty years. 

In June 1928 Pardo-Castello, discussing a case presented at the clin- 
ical meeting of the Cuban Dermatological Society, made the following 
statement:* “At the last meeting of the American Dermatological 
Association, Dr. Howard Fox presented photographs of Colombian 
cases of carate, which struck me as being cases of exactly the same 
condition as that in the case presented.” 

A case of “late keratotic and atrophic syphiloderma of the palms 
and soles” was presented at the clinical meeting of the Cuban Society 
of Dermatology in January 1929.2, Dr. Howard Fox was invited to 
discuss the case and stated: “In my recent trip to Colombia for the 
study of carate, I have observed that the dyschromic changes of the 
wrists as seen in this patient correspond to similar changes observed 
in carate, although the rest of the picture is different.” He expressed 


1. Pardo-Castello, V., in discussion on Grau, Ferrer and Pelaez: A Case for 
Diagnosis, Arch. Dermat. & Syph. 19:155 (Jan.) 1929. 
2. Bol. Soc. cubana de dermat. y sif. 1:63. 1929. 
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ihe opinion that keratoses never affected the palms and the soles of 


itients with pinta. 

He eliminated late syphilis from the possible diagnosis because ot 
the superficial infiltration and because the condition was bilaterally situ- 
ated on the hands and feet. 

It is thus plain that vitiligoid changes of the wrists formed the only 
feature relating the condition in the first of these cases to carate or pinta. 

At the clinical meeting of the American Dermatological Association 
in Habana on May 4, 1932, 4 new cases were presented.* Once again 
Dr. Fox cooperated in an attempt to identify the condition and stated: 
“T naturally hesitate to make a diagnosis of a disease heretofore unrecog- 




















Fig. 1.—Characteristic V-shaped areas of complete depigmentation on the front 


of the wrists. 


nized in Cuba, but I think the supposition that this condition is pinta 
is correct.” 

In another communication, read by Dr. Fox * before the Eighth Inter- 
national Congress of Dermatology, he expressed his point of view that 

3. Pelaez, A.: Syphilitic Leukoderma and Keratosis ? Pinta ? Arch. Dermat. & 
Syph. 26:920 (Nov.) 1932. Pardo-Castello, V., and Ibarra, R.: Syphilitic Leuko- 
derma and Keratosis ? Pinta ? ibid. 26:921 (Nov.) 1932. Pardo-Castello, V.: Syphi- 
litic Leukoderma (Symmetrical) and Keratosis ? Pinta ? ibid. 26:921 (Nov.) 1932; - 
Syphilitic Leukoderma with Atrophy ? Pinta ? ibid. 26:922 (Nov.) 1932. 

4. Fox, H.: Mal del Pinto as Observed in Mexico: Its Relation to Carate, 
read before the Eighth International Dermatological Congress, Copenhagen, 1930. 
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pinta was due to some spirochete, thus sharing the opinion given | 


Dr. S. Gonzalez Herrejon in 1927. 

In this regard it is impossible to overlook the valuable contributi: 
that Walter Menk made in 1926, in which he showed that the Wasse: 
mann reaction ® was positive in 74.5 per cent of the cases of pinta. Thus 
he proved the error of Chavarria and Shipley,® who stated that “the 
Wassermann test in cases of caraté is generally negative.” Menk stated 
the belief that the development of carate was in some way related to 
an old spirochetosis and that at least there was an association of etiologic 
factors. 

That the Wassermann reaction was positive in Cuban patients with 
keratoses on the palms and soles and with vitiligoid changes of the 
wrists was known to me from the time the first patient was observed, 
in 1921, although the identity of the disease with pinta could not be 
established. 

Such a possibility was not determined, in my opinion, until 1935. 
Keratoses on the palms and soles were a constant feature of Cuban 


pinta, though they were never reported in the classic descriptions of the 


disease. I pointed out this fact in an address read before the Academy 
of Medicine in. México, D. F., Mexico, on Oct. 19, 1938, and in a 
paper * about the pinta problem in Cuba. 

Since 1935 routine examination of the cardiovascular system, spinal 
fluid and coexisting conditions has been carried on in a further series 
of cases.* Microscopic sections, stained according to Levaditi’s, Warthin’s 
and other technics, failed to demonstrate the presence of the supposed 
causative spirochete. Similar negative results have been reported by 
other investigators. 

In my opinion, these facts were responsible for the failure: the 
patients had received previous therapy ; the material for biopsy had been 
taken from permanent leukodermic lesions or from patients in whom 
the disease had spontaneously regressed, or an improper technic had 
been chosen. 

These routine examinations were performed according to my instruc- 
tions by my collaborators, in the serologic, bacteriologic and histologic 
departments of my service. The study of the cardiovascular system 


5. Menk, W.: Carate in Colombia, in Fifteenth Annual Report of the Medical 
Department of United Fruit Company, New York, United Fruit Company, 1926, 
p. 123. 

6. Chavarria, A. P., and Shipley, P. G.: Beitrag zur Kenntnis der “Carate”- 
Arten des tropischen Amerika, Arch. f. Schiffs- u. Tropen-Hyg. 29:605 (Oct. 15) 
1925. 

7. Saenz, B., and Grau Triana, J.: Estado actual del problema de la pinta en 
Cuba, Rev. de med. y cir. Habana 44:1 (Jan. 31) 1939, 

8. Grau Triana, J.: Contribuci6n al estudio de la pinta 6 carate en Cuba, Arch. 
de med. int. 3:125 (March-April) 1937. 
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id the roentgenograms were made in the corresponding departments 
‘the Mercedes Hospital, Habana. 

The number of patients thus examined amounted to 30. Report was 
iuade only of those with cardioaortic lesions, changes in the spinal fluid 
or coexisting conditions. None of them had a history of syphilis, and 
ll presented keratoses on the palms and soles, dyschromic changes of 


the skin and positive serologic reactions. 


SPECIAL CLINICAL FEATURES OF CUBAN PINTA 
The evaluation of the data obtained from patients, corroborated by 
careful observation of 50 patients I have examined, permits the state- 
ment that in Cuba pinta in its primary stage is limited exclusively to 
the palms and soles, with subsequent extension to the backs of the hands 
and in some cases to the arms and legs. One of the patients exhibited 


pigmentary disturbances on the face, and another showed similar dis- 


turbances on the abdomen and thighs,’ but these were the sole exceptions. 
The evolution of the disease is extremely chronic, in some cases extending 
over twenty years. 

Keratosis of the palms and soles constitutes also an outstanding 
characteristic of the Cuban cases. Its first manifestation consists of 
rounded or irregularly outlined hyperpigmented spots which enlarge 
peripherally, becoming at the same time more numerous. Newly formed 
areas also turn into keratoses, which extend over the whole of the 
palms and soles. The skin appears dry and yellowish and becomes 
squamous at times when involvement is severe. Very rarely it also 
shows the sago-like hardened claviform keratoses. Fissures may 
develop, interfering with manual work and with walking when located 
in the furrows or in the joints. 

In a more advanced stage the pigment is destroyed, with resulting 
production of permanent achromic areas. It must be emphasized that 
among over 100 patients I have examined in Mexico, rudimentary 
keratosis of the central part of the hands has been observed in 2. 
According to the statement of physicians with wide experience on the 
subject, keratoses are not observed in patients with pinta in Mexico, 
and dyschromic changes of the palms are also rare.'° 

In a small number of cases the lesions extended to the arms and 
legs, the number of plaques usually being limited to one or two. Kera- 
toses never affected the backs of the hands or feet, although encroaching 
on the borders was frequently seen. 

The pigmentary changes in the wrists are always of the slate blue 
variety, with areas of normal pigmented skin persisting in the leuko- 


9. Pardo-Castell6, V.: Pinta o carate en Cuba, Rev. de parasitol., clin. y lab. 
2:667, 1936. 
10. Gonzalez Herrején, S.: El mal del pinto, Leverkusen, 1938. 
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dermic patches. The border of the lesions is frequently raised slight], 
and more or less infiltrated, sometimes presenting the shape of a V 
and sharply limited or ill defined. 

This limitation of lesions to the aforementioned regions contrasts 
with the common extension to the face, trunk, abdomen, arms, thighs 
and entire body described in the classic articles on the subject. 

Achromic plaques may present different aspects according to the 
degree of atrophy which is responsible for the pigmentary changes; it 
may be superficial when affecting extensive areas or deeper and pitted, 
as if produced by a pinpoint, when in limited areas. In the former 




















Fig. 2—Roentgenogram showing aortitis in a case of pinta. 


case the skin appears smooth and shiny as in senile atrophy ; in the latter 
alternating atrophic points, surrounded by normal skin, render the sur- 
face rough and uneven, so as to be comparable to that of fine sandpaper 
or of shagreen leather. Diffuse achromia is to be seen in the arms and 


legs, never constituting the initial manifestation of the disease and always 


following the keratoses on the palms and soles or the vitiligoid changes 
of the wrists. 

The color of the pigmentary disturbances is also characteristic. It 
is always slate blue. I have never seen in Cuban patients yellow, ery- 
thematous or violet varieties, many of which I have seen among the 
Mexican patients. 

















Fig. 3—Diagram showing aneurysm of the ascending aorta. a+a 


(normal = 4.5 a! 5 cm.). 
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Fig. 4-—Areas of complete depigmentation of the hands and feet and a juxta- 
articular nodule in a patient with incomplete crossed variety of pinta. 
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In some of tie cases there were hard, multiple, noninflammatory, 
nedium-sized, superficial enlargements of the lymph nodes. Also in a 
few, changes of the nails, consisting of thickening with partial or total 
black pigmentation, were seen. 

It must be pointed out that the serologic reaction was persistently 


positive in all cases, even when antisyphilitic treatment was given for 


long periods, although the lesions yielded rapidly to the treatment. 

Of 30 cases that were studied, cardioaortic lesions, such as aortitis, 
aneurysm, enlargement of the diameters of the heart and valvular con- 
ditions, were demonstrated in 23.3 per cent. Similar findings have 
been reported in Colombia by Thonnard-Neumann and Camacho Moya," 
the incidence in their cases being 80 per cent. 

Changes in the spinal fluid were observed in 10 per cent of the cases. 
These changes were increased globulin, a syphilitic colloidal gold curve 
and a positive Meinicke reaction. In 1 case repeated tests gave negative 
results in the blood and positive results in the spinal fluid, which also 
showed increased globulin and a syphilitic colloidal gold curve. 

It is interesting to note that in 1 case there was a juxta-articular 
nodule of the lower part of the right leg. This condition occurs also in 
syphilis and in frambesia. 

COMMENT 

A review of the literature on keratosis in order to verify the identity 
of the peculiar variety just described permits the elimination of the 
cases reported by Castellani and Chalmers '* as well as those mentioned 
by Howard."* 

However, I consider of the utmost importance the paper published 
by Gutiérrez,'* “Keratosis Palmaris et Plantaris Due to Frambesia.” 
This reported on 431 cases of keratosis observed in 658 patients with 
active frambesia lesions. Four cases were studied in detail and illus- 
trated with excellent photographs. 

The description of the lesions and the illustrations are similar if 
not identical to the corresponding features of keratosis observed in Cuban 
pinta. Also the histologic pictures correspond to those in our cases. 
However, pinta has not been reported in the Philippine Islands, as far 
as I know, but has always been considered a disease existing exclusively 


11. Thonnard-Neumann and Camacho Moya: Is Carate a Dermatomycosis? in 
Nineteenth Annual Report of the Medical Department of United Fruit Company, 
New York, United Fruit Company, 1930, pp. 101-106. 

12. Castellani, A., and Chalmers, A. J.: Manual of Tropical Medicine, ed. 3, 
New York, William Wood & Company, 1919, p. 1550. 

13. Howard, R.: The Importance of Tertiary Yaws, J. Trop. Med. 18:25, 
1915. 

14. Gutiérrez, P. D.: Keratosis Palmaris et Plantaris Due to Frambesia, Arch. 
Dermat. & Syph. 8:382 (Sept.) 1923. 











472 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


in the tropical countries of the American continent. Climatic conditioi 
favorable to the existence of pinta are present in the Philippines, an 
so, theoretically, the disease might occur there. 

Cases of frambesia with keratosis similar to that in pinta have also 
been reported by Cordes ” who, in 78 cases of frambesia observed in 
the oriental province of Cuba, encountered in 4 of them, all of whom 
were old male Haitians who came to Cuba in 1918 as cane cutters, 
atrophic changes of the palms and soles, with irregular areas of depig- 
mentation, resulting in a marmoriform appearance. 

In none of the 50 cases studied in the preparation of the present 
paper was there any detail which would permit one to suspect a previous 
history of frambesia. The patients were all Cubans; none came from 
the oriental province, and none had the morbid changes in the periosteum 
or in the bones so characteristically common in the late stages of fram- 
besia. 


Fig. 5.—Spirochetes obtained from ‘active lesions after abrasion of the 
epidermis (stained by the Fontana method). 


HISTOLOGIC PICTURE 

A consideration of the histologic picture of pinta will be omitted, 
as no new findings could be added to the last contribution on the subject. 
Instead the histologic picture of keratosis is reported, because of its 
constant and outstanding importance. 

The lesions are confined to the epidermis and corium; the most 
important changes are in the horny layer and are manifested by pro- 
nounced hyperkeratosis. The thickness of the stratum corneum 1s 
increased, sometimes to as much as fifteen times the normal dimension. 
The cells become so completely cornified that they form dense, hard, 
homogeneous horny masses, so that it is difficult to determine the outline 


of the separate cells. The granular layer is in places slightly increased 


15. Cordes, W.: Syphilis and Frambesia Among Haitian Laborers in Cuba, in 
Fifteenth Annual Report of the Medical Department of United Fruit Company, 
New York, United Fruit Company, 1926, p. 156. 
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Fig. 6—Keratoses and depigmentation of the palms and wrists. 














Fig. 7—Infiltrated lesions of the heel and the dorsum of the foot. 
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and in others five times thicker than normal, and the outline is irregul: 
The stratum lucidum is clearly outlined. 
Acanthosis is more pronounced in the early stage of the keratotic 


condition than in late periods. No infiltration of the rete is observable. 

















Fig. 8—Keratoses and depigmentation on the soles. 


In places the papillae are flattened, and in others, hypertrophied. Slight 


edema of the papillary and subpapillary layers is observed. 
Cell infiltration, composed mostly of plasma cells and to a less extent 
of round cells, is limited to the papillary layer and located in the vicinity 


of the blood vessels. 








SAENZ—PINTA IN CUBA 
DISCOVERY OF THE SPIROCHETE 
On Aug. 3, 1938, the causative spirochete was demonstrated for the 


first time, in the serum obtained after abrading the epidermis of dys- 
chromic lesions of the wrists and ankles. 


REPORT OF A CASE 


The patient was a Negro janitor aged 60, born in Habana. His past history was 
unimportant. He stated that the disease had commenced ten years previously. 

The lesions were limited to the hands and feet and consisted of symmetric 
keratoses on the palms and soles, more pronounced on the latter, where they were 














Fig. 9.—Spirochetes (stained by the Levaditi method). 


massive and became squamous and fissured. An encroaching on the border on the 
hands and feet was observed. The skin was deeply infiltrated and slate colored. 
Superficial atrophy was evident on the backs of the hands, but there was no 
discoloration, The palms were studded with irregularly shaped areas of hyper- 
pigmentation, surrounded by less numerous, smaller depigmented spots. Some of 
the toe nails were thickened and coarse, with blackish pigmentation. The patient 


also presented multiple hard, medium-sized, noninflammatory, superficial enlarge- 


ments of the lymph nodes in the inguinal region, epitrochlea and biceps muscle. 

The Wassermann and Meinicke reactions were strongly positive. The spinal 
fluid and the cardiovascular system were normal. Dark field examination of serum 
obtained after abrading the epidermis in the dyschromic lesions of the wrists 
and the lateral side of the foot demonstrated abundant spirochetes which were 
morphologically identical with Spirochaeta pallida and Spirochaeta pertenuis. On 
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August 5 this discovery was reported to the Cuban Society of Dermatology ani 
Syphilology.1® Two days later similar spirochetes were found in material aspirated 
from the lymph nodes with a syringe. 

These observations were confirmed a week later at the Calixto Garcia Hospital, 
in the service of Dr. Pardo-Castello. 

Biopsy specimens were obtained from the infiltrated lesions on the dorsa of 
the feet, and the organisms were seen in the prickle cells. 


Staining of tissues for spirochetes gave positive results in only 
2 cases and failures in 30. Positive results were obtained in deeply 
infiltrated lesions, which are rarely observed. Even in cases in which 
spirochetes were detected by means of dark field examination, results 
were negative in the tissues, although material for biopsy had been taken 
in places where spirochetes had been previously demonstrated. 

The presence of spirochetes in active pinta lesions was confirmed by 
the Mexican Commission for pinta on Oct. 17, 1938, in 98 of 100 cases 
in Iguala, Guerrero. 

My co-workers and I found the spirochetes in 31 of 34 cases in the 
same locality on October 22, only five days later. Of 6 new cases in 
which examinations were made recently in Habana, spirochetes were 
demonstrated in all. 

In a personal communication dated Feb. 2, 1939, Dr. David Iriarte, 
from Caracas, Venezuela, stated that spirochetes had been demonstrated 
in persons with carate, and he reported this finding to the Academy of 
Medicine of that country. 


srumpt '* reported on March 11, 1939 the discovery of Treponema 


carateum to the Société de biologie of Paris. 


SUMMARY AND CONCLUSIONS 

Future descriptions of pinta should include the peculiar features of 
the Cuban cases, such as keratoses on the palms and soles, limitation 
of the process to the hands and feet with extension to the arms and legs 
only in a small number of cases and pigmentary changes uniformly 
corresponding to the slate blue variety. 

It is interesting that the keratoses present a striking similarity to 
those reported as a late manifestation of frambesia and to a lesser extent 
to certain syphilodermas. Differential diagnosis, made on purely clinical 


16. Saenz, B.; Grau Triana, J., and Alfonso, J.: Demonstracién de wun 
Treponema en el borde activo de un caso de pinta de las manos y pies y en la 
linfa de ganglios superficiales: Reporte preliminar, Arch. de med. int. 4:112 
(Jan.-Feb.) 1938. 

17. Brumpt, E.: Un nouveau tréponéme parasite de lhomme: Tréponéme 
carateum, agent des carates ou “mal del pinto,” Compt. rend. Soc. de biol. 130:942. 
1939, 
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ounds and from laboratory observations of keratoses corresponding to 
first group, is almost impossible. The rest of the clinical picture 
id a history of the case are always of the utmost importance. 
Cardiovascular lesions were present in 23.3 per cent of the cases and 
anges in the spinal fluid in 10 per cent. Such observations should be 
interpreted not as a coincidence but as being in direct relation to the 
disease. Juxta-articular nodules are observed in pinta as well as in 
frambesia and syphilis. 

That pinta is an endogenous, specific and chronic disease is proved 
by serologic changes, enlargement of the lymph nodes and alterations of 
the cardiovascular system and spinal fluid. Only atrophy and the dys- 
chromic changes represent the injury to the skin. 

The supposed causative spirochete was discovered in the patient 
examined on Aug. 3, 1938, and this finding was conclusively confirmed 


by further investigations. The technic is simple: abrading of the epi- 


dermis and examination by means of the dark field illumination. 

The relation of pinta to frambesia and to syphilis deserves careful 
consideration, and further research, especially as to the problem of cross 
immunity between these conditions, is necessary. 

These questions cannot yet be solved because of the incomplete 
knowledge of the biologic factors. 


O’Reilly 407. 

ABSTRACT OF DISCUSSION 

Dr. Howarp Fox, New York: Dr. Saenz has discussed two features of pinta of 
great importance: (1) the discovery of the causative organism and (2) the 
peculiar features of Cuban cases, which apparently differ from those in other parts 
of Latin America. 

Dr. Saenz and his co-workers are to be congratulated on the discovery of the 
cause of the disease which is widespread in the American tropics. Inthe southern 
half of Mexico a careful census showed the presence of 270,000 cases. It is also 
estimated that there are as many or more in Colombia. Although the spirochete of 
pinta is morphologically identical with the spirochetes of syphilis and yaws, the 
symptoms of pinta are totally unlike those of the last-mentioned diseases. 

I am delighted that this discovery refutes the theory of a fungous causation, 
which has held sway for forty years, since 1898, when Montoya y Flores tried to 
prove that various chromogenic fungi cause the different shades of color in pinta. 
For the past ten years I have been convinced that fungi play no part in causing 
pinta. The work of Menk in 1926, who found positive Wassermann reactions in 
nearly 70 per cent of cases of pinta, threw doubt on the theory of fungous origin. 
By better technic, the incidence of positive reactions was found to be nearly 100 
per cent by the Mexican Pinta Commission. Furthermore, the fact that the disease 
(blue patches) responded to antisyphilitic treatment added strength to the suggestion 
of a spirochetal causation. Many clinical features also spoke against a fungous 
origin, notably, the rare cases of hemipinta, in which the disease appeared from 
head to foot on one side of the body. 

Mention was made of my good fortune in being able to attend the meeting of 
the Cuban Dermatological Society on my return from Santa Marta. I felt sure that 
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the case presented by Dr. Saenz was one of pinta because of the bluish and vitiligoid 
patches and the positive serologic reaction. The hyperkeratotic lesions of th 
palms constitute a feature of pinta that was new to me and had not been mentioned 
by those who had written about pinta in other parts of Latin America. Th 
general conception of the disease was that the cutaneous lesions consisted solely of 
pigmentary changes. The presence of juxa-articular nodes and positive serologic 
reactions of the spinal fluid have not been observed in other countries. Yaws has 
been discovered recently in Cuba, one of the characteristic manifestations of the 
disease being hyperkeratosis of the soles and less often of the palms. The presence 
of such lesions in pinta constitutes a new problem. 

Dr. V. Parpo-CaAstELLo, Habana: One point I want to bring out is the reason 
why this condition was considered to be caused by a fungus for many years. Pinta 
was studied by specialists in tropical diseases, who examined the condition only 
from the general, or medical, point of view. The result was that it was known 
under the name of pinta merate. When the subject fell into the hands of com- 
petent dermatologists, Dr. Gonzales Herrején, of Mexico, studied the condition. 
Also, Dr. Howard Fox can testify that Yucatan physicians considered it pinta. A 
variety of conditions were called pinta. These conditions of the skin were separated 
from pinta, and now the subject is limited to its right proportions. Many patients 
with pityriasis versicolor were considered to have pinta because they were seen by 
general physicians. 

I corroborate Dr. Saenz’s findings in the spinal fluid. Among my own patients 
I have been able to find a number with positive reactions. There were increased 
globulin, a slight increase in the lymphocyte count and sometimes, but not always, a 
positive Kahn reaction. In the majority of cases, however, there were no clinical 
symptoms referable to the nervous system, and, as Dr. Fox stated, the patients were 
never incapacitated as far as one could tell. As far as differentiation from syphilis 
is concerned, two points are of greatest importance: 1. Pinta is limited almost 
entirely to the colored race; only 2 cases have been observed in white persons. In 
Mexico, as well as in Colombia, all the patients reported on have been Indians. 
2. It would be an unusual type of syphilis to be limited to the tropical belt of 
America. Pinta has never been reported in the United States or Europe or in the 
tropics of Asia and Africa. That is enough to rule out syphilis. Furthermore, the 
pathologic picture of the condition does not resemble that of syphilis. 

Another point I want to bring out is the resemblance of pinta, as far as clinical 
appearance is concerned, to yaws in certain cases. Undoubtedly, the last stages of 
yaws, such as those which show pigmentary changes as well as hyperkeratotic con- 
ditions of the palms and soles, closely resemble pinta. Also, the outlines of some 
of the lesions of pinta are polycyclic; but that is nothing to be astonished about, 
because syphilis, yaws and pinta have certain features in common. 

A piece of research was done in Mexico City recently. The finding of the 
spirochete in the lesion alone would not prove the causation of the disease. 
Naturally, since the organism is found in nearly every case, one must suspect that 
it is the etiologic agent. But recently the disease has been transmitted to man. A 
macular spot appears which spreads slowly and sometimes develops into a typical 
lesion of pinta. Material has been taken from the borderline of this lesion that is 
transmitted from man to man. The spirochete has also been recovered after a 
certain number of weeks. Therefore, it seems probable that the disease may be 
transmitted to man and the organism recovered from the infected person. I suspect, 
too, that in most cases of pinta one is dealing with a latent condition, and perhaps 
in the future it will be possible to demonstrate other manifestations, such as the 
recently acquired one—the infiltrative condition that may be the beginning stage 
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the disease. In some cases it may be ten, fifteen and sometimes as many as 
-enty-five years before such manifestations are demonstrated. 


Dr. BRAULIO SAENZ, Habana: One good reason why the condition in the Cuban 

ises could not be identified with that in the Colombian and Mexican cases of pinta 

is that, as I have stated, keratoses cf the palms and soles are constant in the Cuban 

cases. We have emphasized this characteristic in our paper and have stressed the 

fact that in over 100 cases in Mexico in which we made careful examinations 
keratoses were observed only twice and were rudimentary. 

It appears that certain cardiovascular alterations detected in the course of pinta 
are in direct relation to this spirochetal disease and are not mere coincidences. 
These findings were reported first by Colombian investigators in the medical depart- 
ment of the United Fruit Company, at Santa Marta. The incidence in their cases 
was 80 per cent—three times higher than in our material. It is a well known fact 
that these alterations have not been observed in Mexico, and to my understanding 
the reason is obvious. Dr. Fox, who has visited Iguala and Chilpancingo, pinta 
districts, knows that it is impossible in these localities to obtain the roentgen equip- 
ment indispensable for these investigations. When I visited these towns last 
October I had to transport from Mexico City over a mountainous road of over 
300 miles the entire material and outfit necessary for demonstration of spirochetes. 
In Mexico City itself, cases of pinta are rare. All pinta infections are imported 
from distant states. The same difficulties obtain in the study of changes in the 
spinal fluid. 

I cannot explain the exact relation of pinta to syphilis and frambesia. The 
spirochete of pinta is morphologically identical with the spirochetes of both of these 
diseases. Dr. Aldo Castellani, during a recent visit to Habana, was shown the 
spirochete of pinta and confirmed my conclusions originally reported to the Cuban 
Dermatological Society on Aug. 3, 1938. Furthermore, these three conditions present 
sometimes similar clinical features; all show positive serologic changes and yield to 
antisyphilitic treatment. I believe at present that one cannot tell how far apart 
they are or how close they were in the early days of microbiology. An open field 
is left for further research along this line. 

Regarding Dr. Pardo-Castello’s remarks, I must say that in Mexico some persons 
still consider that empeines is really pinta. He pointed out one subject which I 
could not read in my paper because of lack of time. Thus, I have studied in Cuba 
over 80 cases, and only 2 of the patients were white; the rest were Negroes and 
mulattos. This racial predisposition may have something to do with the special 
clinical features of Cuban pinta and at the same time may give a clue to the 
explanation of the differing features in the symptomatology. In this connection, I 
must mention the observations reported by Harper, in the Fiji Islands, where 
syphilis is unknown and frambesia is prevalent. He claims to have observed 
unquestionable cases of dementia paralytica and tabes dorsalis due to frambesia. 
In certain cases the clinical manifestations of pinta, syphilis and frambesia may be 
difficult to differentiate. 

In my opinion, the spirochete is the causative organism of pinta. It is found 
in the prickle cells of the epidermis of dyschromic areas and not in places where 
the skin is normal or in normal persons. Moreover, the spirochetes always dis- 
appear after treatment. 

Hansen’s mycobacterium is accepted as the cause of leprosy in spite of the fact 
that no one has ever succeeded in experimentally inoculating animals or human 
beings. While I was in Mexico, experimental work on pinta was carried on in 
my dermatologic service in Habana. The cornea and testicles of rabbits were 
inoculated with fragments of tissues from persons with pinta, and keratitis and 
epididymitis similar to those obtained in experimental syphilis resulted. 
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In recent times, knowledge of the far flung relations of the syn- 
drome originally described by von Recklinghausen! in 1882 has made 
phenomenal progress. Von Recklinghausen considered the process to 
be essentially a hypertrophy of the mature connective tissue of normal 
nerves. He recognized several varieties of the disease and later 
objected to the term neurofibromatosis, because it gives a misleading 
impression of the nature of the disease. Further objections to the 
name “generalized neurofibroma’ were advanced, because it was felt 
that undue emphasis was being placed on but a single aspect of a 
complex syndrome. Such a syndrome should be designated by a term 
broad enough to include all its recognized manifestations, but at the 
present time there is no better name than Recklinghausen’s disease. 


The first descriptions of the gross anatomic lesions were made by 
Smith ? in 1849. Fifteen years later Virchow * published his researches 
on the origin of the growths. He stated the belief that they originated 
from the connective tissue elements of nerve fibers. 

The purpose of this paper is to correlate the varied observations, 
to revise the original cutaneous classifications and to propose several 
new concepts of endocrine interrelation. 


" ETIOLOGY 


The cause of Recklinghausen’s disease is not known. However, a 
number of probable causative factors have been advanced by their 


various proponents. 


1. von Recklinghausen, F.: Ueber die multiplen Fibrome der Haut und ihre 
Beziehung zu den multiplen Neuromen, in Festschrift zur Feier des Fiinfundzwan- 
zigjahrigen Bestehens des pathologischen Instituts zu Berlin, Berlin, A. Hirsch- 
wald, 1882. 

2. Smith, R. W.: A Treatise on the Pathology, Diagnosis and Treatment of 
Neuroma, Dublin, Hodges & Smith, 1849. 

3. Virchow, R.: Die krankhaften Geschwiilste. Dreissig Vorlesungen, gehalten 
wahrend der Wintersemestern 1862-1863 an der Universitat zu Berlin, Berlin, A. 


Hirschwald, 1863-1867. 
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Heredity.—Several conclusive studies indicating the transmission of 
neurofibroma as a dominant genetic characteristic have been carried out. 
In 1915 Preiser and Davenport * observed 115 siblings the 20 parents 
of whom had Recklinghausen’s disease and noted that 43 per cent of 
them were similarly affected. On the other hand, Acufia and Bazan ° 
in 1924 described 8 cases in which they did not observe anything sug- 
gestive of the importance of heredity. Two of their patients had 
abnormalities of the spine, 3 had dysfunctions of the endocrine system 
and 2 had congenital syphilis. A more recent study by Gardner and 
Frazier ® (1930) was made of a family of 38 persons with deafness 
due to bilateral neurofibromas of the acoustic nerve. Apparently the 
larger series of cases suggest a definite hereditary influence. 


Endocrine Glands and the Autonomic Nervous System.—The Italian 
endocrinologist Pende* presented a most suggestive theory as to the 
causation of Recklinghausen’s disease. Pende expressed his opinion 
(with, to quote Muto,* “many learned arguments”) that the sympa- 
thetic nervous system and the glands of internal secretion constitute 
two physiologically and pathologically synergic systems, so that a 
morbid process localized in one system makes its effects felt in the 
other; he maintains that a whole series of conditions which have been 
included either under diseases of the nervous system or in the group 
of disorders of the glands of internal secretion should be combined 
into one group of endocrine-sympathetic dysfunctions. The common 
symptomatic picture would consist essentially of a more or less com- 
plex dystrophy (disturbances of metabolism and anomalies in tissue 
development), accompanied by symptoms due to a functional disturbance 
of one of the endocrine glands. Among such dystrophies he places 
scleroderma, painful lipomatosis (Dercum’s) and _ neurofibromatosis. 
For the production of these conditions two factors are required: (1) a 
constitutional factor, represented by an abnormality of the endocrine- 
sympathetic system, which may be hereditary, intrauterine or extra- 


4. Preiser, S. A., and Davenport, C. B.: Multiple Neurofibromatosis and Its 
Inheritance, with Description of a Case, Am. J. M. Sc. 156:507-540 (Oct.) 1918. 

5. Acufia, M., and Bazan, F.: La enfermedad de Recklinghausen en el nifio, 
Semana méd. 2:813-833 (Oct. 9) 1924. 

6. Gardner, W. J., and Frazier, C. H.: Bilateral Acoustic Neurofibromas, 
Arch. Neurol. & Psychiat. 23:266-302 (Feb.) 1930. 

7. Pende, N.: Sistema nervoso simpatico e glandoli a secrezione interna, 
distrofie endocrino-simpatiche, Tommasi 4:732-738, 1909; Patologia dell’apparecchio 
surrenale e degli organi parasimpatici, Milan, Societa, editrice libraria, 1909; I 
nuovi orizzonti della fisiopatologia delle secrezioni interne, Med. ital. 8:129-132 and 
153-157, 1910. 

8. The translations from Pende are from exact quotations found in Muto’s 
article (Riv. di pat. nerv. 15:656-670, 1910). The original sources were not 
available. 
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uterine during the period of growth, and (2) an accidental factor, 
such as shock, trauma, toxins or infection, which through its effects 
on the endocrine-sympathetic system acts as a stimulus to embryonal 
elements of the autonomic system in the skin. 

Much the same ideas were expressed by Lyon,® who concluded that 
the various clinical symptoms, such as fatty deposit, Dercum’s syndrome, 
the lipomatoses and “adipositas cerebralis,” are essentially identical, 
being only variations of a common morbid process. “They all show a 
tendency to be characterized by constitutional symptoms of wide variety 
including especially psychic, sensory, motor, vasomotor, secretory, and 
trophic manifestations.” § 

Minor Etiologic Factors—The incidence of the tumors has no 
particular sex preponderance. The lesions may be present at birth or 
appear at puberty or during pregnancy. The last observation is dis- 
cussed at greater length in another section of this report. The question 
of irritation is one which has often been a point of discussion. There 
are numerous instances on record in which tumors have developed after 
local trauma, surgical procedures or prolonged irritation. 


PATHOGENESIS 


Ewing,’® writing on the origin of fibromas, stated that the exact 
point of origin is still undetermined. That many of them arise from 
misplaced islands of tissue according to Cohnheim’s theory is probable. 


Other fibromas may depend on local irritation and disturbances of 
nutrition. In a third group, the clinical features point to a congenital 
or local predisposition, of which multiple neurofibromas is the best 
example. It is especially in the second and third etiologic classes that 
one encounters the less definite tumor-like processes which are sometimes 
difficult to classify and in which one must recognize the cumulative 
influences of inflammations and chronic disturbances of nutrition aug- 
menting the passage of inflammatory into self-perpetuating neoplastic 
processes. Von Recklinghausen stated the belief that the molluscum 
fibrosum arises from the cutaneous nerve filaments. He traced degen- 
erating nerve fibers in several characteristic cases and stated that all 
these tumors arise from nerve trunks or filaments. This point, however, 
has occasioned debate for many years. The problem was considered 
solved when Masson ™ did his epochal work on neural growths. Masson 


9. Lyon, I. P.: Adiposis and Lipomatosis, Considered in Reference to Their 
Constitutional Relations and Symptomatology, Tr. A. Am. Physicians 24:409-501, 


1909. 
10. Ewing, J.: Neoplastic Diseases, Philadelphia, W. B. Saunders Company, 


1919, p. 151. 

11. Masson, P.: Recklinghausen’s Neurofibromatosis, Sensory Neuromas and 
Motor Neuromas, in Contributions to the Medical Sciences in Honor of Dr. 
Emanuel Libman, New York, International Press, 1932. 





LEVIN-BEHRMAN—RECKLINGHAUSEN’S DISEASE 483 


nd other disciples of the French school stated the belief that the tumors 
ise from the cells of the sheath of Schwann and are therefore 
‘ctodermal in origin. The other leading school of thought, championed 
by Penfield,** Rhoads and Van Wagenen * and others, adheres to the 
dictum of origin in connective tissue. Their work supports the meso- 
dermal origin of the tumors from the connective tissue sheath of 
nerves (perineurium). A suggestive point in favor of connective tissue 
origin was brought forth by Hosoi,’* who presented a series of cases 
in which 13 per cent of Recklinghausen’s tumors underwent sarcomatous 
transformation (i. e., a connective tissue malignancy). Regardless of 
the view adopted, the microscopic appearance is similar to that of 
other nerve tumors. The tissue has an irregularly woven reticulated 
appearance with superimposed palisades and whorls of the perineural 
type. With the use of special stains (Masson’s trichrome), nerve fibrils 
are seen passing through the nodule. The cells are usually long and 
slender with elongated nuclei. The principal distinction between tumors 
of the nerve roots and those of the peripheral nerves lies in the fact 
that the nerve fibers of the root tumors run around the capsule instead 
of penetrating the center of the growth. The somewhat similar picture 
encountered in the nevus and the malignant melanoma, especially in 
the pigmented type, confirms the relation observed clinically between 
these tumors. The coexistence of melanoma of the iris with neuro- 
fibroma, as noted by Goldstein and Wexler ** and others, still furthers 


the supposition. The suggestion has been advanced that all pigmented 
tumors of this group are closely related (nevi, melanoma, neurinoma 
and neurofibroma). Certainly they are similar pathologically, and 
clinically they have been noted to coexist. An additional association, 
namely that of acanthosis nigricans (which has been noted to occur 
with malignant melanoma and other invasive tumors), should also 


be kept in mind. 
CUTANEOUS CLASSIFICATION 


Weber ** in 1909 suggested this classification: (1) plexiform neu- 
roma, unaccompanied by multiple molluscous tumors of the skin and 
with or without cutaneous pigmentation ; (2) multiple molluscous tumors 
of the skin, without obvious neurofibromatosis of the nerve trunks and 


12. Penfield, W.: Tumors of the Sheaths of the Nervous System, Arch. Neurol. 
& Psychiat. 27:1298-1308 (June) 1932. 

13. Rhoads, C. P., and Van Wagenen, W. P.: Observations on the Histology of 
the Tumors of the Nervus Acusticus, Am. J. Path. 4:145-152, 1928. 

14. Hosoi, cited by Rhoads and Van Wagenen.!* 

15. Goldstein, I., and Wexler, D.: Melanosis Uveae and Melanoma of Iris in 
Neurofibromatosis (Recklinghausen), Arch. Ophth. 3:288-296 (March) 1930. 

16. Weber, F. P.: Cutaneous Pigmentation as an Incomplete Form of Reckling- 
hausen’s Disease, Brit. J. Dermat. 21:49-53, 1909. 
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with or without cutaneous pigmentation; (3) pigmentation of the skin, 
not (at least as yet) accompanied by obvious neurofibromatosis of the 
nerve trunks or molluscous tumors (cutaneous neurofibroma), and (4) 
anomalous neurofibromatosis complicated by the coexistence of bony 
or papillomatous changes. 

A more useful and inclusive grouping is the following: 


Neuro fibromatosis. 


1. Molluscum fibrosum: soft pasty elevation covered by normal skin, 
There may be hundreds of tumors present. 

2. Achrochordon: soft pedunculated fibroma which occurs on the 
head, neck and shoulders of adults and elderly people. On involution, 
a small hernial sac is left behind. 

3. Plexiform neuroma: elongated and diffuse fibroma confined to 
the skin along the course of one or more adjacent nerves or nerve 
plexuses and usually distributed along the trigeminal (fifth) and upper 
cervical nerves. 

4. Atypical neurofibroma:*" single or multiple firm hard peripheral 
tumors, sometimes found in association with the nerve roots. They may 
vary from grayish white to dark red, purple, blue and brown. The 
tumor produces symptoms merely because of its size, rarely ulcerates and 
may undergo involution or completely disappear and show surface 
atrophy. It is freely movable laterally but not in the direction of 
the nerve. Traction on the growth occasionally produces radiating 
pains along the course of the involved nerve. It is of clinical importance 
because it is frequently confused with other tumors of the skin. The 
differential diagnosis depends on the clinical signs and pathologic 
changes. 

5. Fibroma durum,” or noduli cutanei: *° growth closely resembling 
the atypical neurofibroma clinically in that it is a firm, semiglobular 
tumor which occurs on the buttocks and extremities and is usually 
insensitive. The differential features are the absence of neural elements 
in this type of lesion. In addition, it was definitely stated that the fibroma 
durum is a result of trauma, as from insect bites or as a reaction around 
foreign bodies. No such etiologic factors play a part in the develop- 
ment of atypical neurofibromas. 

6. When the enlargement of the nerve trunk is more uniform and 
the familial element is prominent, Bielschowsky *° applied the name 
“familial intestinal hyperkeratropic neuritis.” This subdivision seems 
unnecessary. 


17. Levin, O. L., and Tolmach, J.: Atypical Form of Neurofibroma, New York 
State J. Med. 27:819 (Aug. 1) 1927. 

18. Unna, P. G.: Fibroma Simplex, in The Histopathology of the Diseases of 
the Skin, translated by N. Walker, New York, The Macmillan Company, 1896, p. 
836. 

19. Arning, E., and Lewandowski, F.: Noduli cutanei, eine bisher wenig 
beobachtete Hautaffektion, Arch. f. Dermat. u. Syph. 110:3-14, 1911. 

20. Bielschowsky, M.: Familiare hypertrophische Neuritis und Neurofibroma- 
tose, J. f. Psychol. u. Neurol. 29:182, 1922. 
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7. Elephantiasis neuromatosa: an ill defined wrinkled overgrowth of 
the skin, usually pendulous and rarely so gigantic as to give rise to a 
circus monstrosity (Treve’s elephant man). This growth is most com- 
monly unilateral and frequently has its origin in the orbitotemporal 
region. Harbitz** wrote a valuable article on the allied condition of 
elephantiasis in connection with generalized neurofibromatosis. He 
reported the case of a woman, a mongolian imbecile, with an elephantiasis- 
like growth of the whole thigh and generalized cutaneous tumors. The 
characteristic mongolian appearance had developed at puberty. Perthes ** 
reported a similar case and detailed the literature of related conditions. 
Thomson’s ** monograph has a particularly fine illustration of the con- 
dition. Weber mentioned patients with the condition accompanied by 
bony overgrowth, of whom the “elephant man” described by Sir Fred- 
erick Treves ** is the most extreme example. 


Formes frustes: Recklinghausen’s disease without tumor formation. 


In 1898 Feindel and Oppenheim ** first described what they termed 
the “incomplete form” of Recklinghausen’s disease. Weber also directed 
attention toward the incomplete or abortive type of the disease. The 
cutaneous lesions consist of pigmented spots, but there is no tumor 
formation. Trimble ** in 1911 and Levin ** in 1921 also referred to 
this type. In 1926 Wise and Eller * reviewed the literature and added 
3 cases in which the cutaneous manifestations consisted solely of pig- 
mented spots. They advanced the observation that the “formes frustes” 
usually occur in children of parents with typical neurofibromatosis. The 
name incomplete or abortive Recklinghausen’s disease, which has often 
been applied to this form, is based on the assumption that tumors will 
eventually appear. We wish to stress the frequent occurrence of this 
form of the disease and cannot urge too strongly on the physician the 
implication of glandular derangement connotated by its presence. 


21. Harbitz, F.: Multiple Neurofibromatosis, Arch. Int. Med. 3:32-65 (Feb.) 
1909. 

22. Perthes, G.: Ein Fall von Fibroma molluscum, vorwiegend der linken 
Hand mit Steigerung der Knochenwachsthums, Deutsche Ztschr. f. Chir. 63:103- 
110, 1902. 

23. Thomson, H. A.: On Neuroma and Neuro-Fibromatosis, Edinburgh, Turn- 
bull & Spears, 1900. 

24. Treves, F.: A Case of Congenital Deformity, Tr. Path. Soc. London 36: 
494-498, 1884-1885. 

25. Feindel, E., and Oppenheim, M.: Sur les formes incomplétes de la neuro- 
fibromatose, Arch. gén. de méd. 2:77, 1898. 

26. Trimble, W. B.: Remarks on Neurofibromatosis (Fibroma Molluscum or 
von Recklinghausen’s Disease), New York M. J. 93:358-360 (Feb. 25) 1911. 

27. Levin, O. L.: Recklinghausen’s Disease: Its Relation to the Endocrine 
System, Arch. Dermat. & Syph. 4:303-321 (Sept.) 1921. 

28. Wise, F., and Eller, J. J.: Recklinghausen’s Disease Without Tumor 
Formation: Incomplete or Abortive Forms of Disease, J. A. M. A. 86:86-90 
(Jan. 9) 1926. 
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ASSOCIATED SYMPTOMS 


Besides the cutaneous features of Recklinghausen’s disease, par- 
ticularly in those cases characterized by decided pigmentation, ther 
is frequently seen a more or less complete syndrome indicative of 
dysfunction of the glands of internal secretion. This picture may be so 
striking as to suggest a diagnosis of insufficiency of the adrenal glands 
( Addison’s disease) as well as other metabolic dystrophies. The findings 
may include any or all of the following: 

Sensory Disturbances—Among the sensory disturbances are 
arthralgic pains, generally localized in the lumboabdominal region 
and the calves and hyperesthesia. 

Motor Disturbances.—These disturbances consist of vertigo, motor 
incoordination, augmentation of reflexes, diminution of muscular force 
and asthenia, sometimes progressive to death. Landowski *° stated, 
“What dominates these patients is a state of general depression or 
torpor similar to that of Addison’s disease. They can hardly move 
themselves—walking is painful—the slightest movement is a labor. All 
intellectual effort is fatiguing. The face is dull and stupid, the body 
bent, thin, and meager.” 

Psychic Symptoms.—Difficulty in learning at school is most com- 
monly mentioned ; other symptoms are apathy, indifference, stammering, 
loss of memory and sometimes imbecility and idiocy of the cretinoid 
type. The adenoid facies has been noted. Charpentier *° stated that 
in 63 per cent of the cases Recklinghausen’s disease is accompanied by 
psychic defects symptomatic of mental degeneracy. As is obvious, 
these symptoms are quite distinct from those present in the same 
disease when the fibromatous growths have invaded the cerebrospinal 
nerves or even the central nervous system itself. Gordon * in 1938 
presented a case in which there were Recklinghausen’s tumors on the 
body and the eyebrow. In addition there was involvement of two 
cranial nerves and of the spinal cord. He stated that cortical involve- 
ment might lead to idiocy, defective memory, psychoses, convulsions, 
hemiplegia and tuberous sclerosis. The association of tuberous sclerosis, 
adenoma sebaceum and Recklinghausen’s disease will be discussed in 
another part of this paper. 

Defects in Development and Faulty Osseous Growth—Stigmas of 
degeneracy, usually congenital, such as nevi, arched palate, facial asym- 


29. Landowski, L.: La neuro-fibromatose généralisée, Gaz. d. hop. 69:946, 1896. 
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netry, prognathism, malformation of ears, syndactylism, badly spaced 
tceth and changes in the nails, may be present. The adult, usually of 

iall stature, shows lack of complete development, infantilism, faulty 

owth of the hair, dwarfism and sexual underdevelopment. Stahnke *” 
in 1922 noted the bony changes associated with neurofibromatosis and 
stated that they were not a casual coincidence but formed a part of 
the clinical picture. In addition he stated that the changes were in the 
nature of congenital defects, thereby demonstrating that Reckling- 
hausen’s disease must be accepted as a malformation in the wider 
sense. The osseous changes were further classified by Brooks and 
Lehman ** in 1924. They maintained that the bony abnormalities 
were a common and characteristic accompaniment of the cutaneous 
changes, and their work has since been corroborated by numerous 
investigators. Their statistics placed scoliosis at the head of the list 
of bony changes. The type of scoliosis may be either a mild curve due 
to unequal length of the legs or severe kyphoscoliosis due to local bony 
changes. They also noted subperiosteal cysts (not to be confused with 
osteitis fibrosa cystica), and Lehman ** later emphasized the presence 
of cystic areas in the skull. The bony cysts may actually be neuro- 
fibromas developing in the periosteum of the long bones, each covered 
by a thin bony shell. Almost any bony abnormality due to invasion or 
erosion of the bone by the growth may be encountered. They are due 
not only to endocrine effects but to local disturbances of innervation 
or of tumor growth. 

Defects in Hearing.—The association of deafness with Reckling- 
hausen’s disease has been noted by many observers, notably Verocay *° 
and Cushing.*® The usual cause is a bilateral acoustic neurofibroma. 
While acoustic neuromas are common brain tumors, they are usually 
single. When bilateral tumors exist they are more often indicative 
of the widespread cutaneous neurofibromatosis. The symptoms of 
deafness and increased intracranial pressure are usually not manifested 
until adult life, although Berggriin *’ reported the development of 
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symptoms in a child of 11 years. Cushing also reported a series of 18 
cases of glioma of the optic chiasm, in some of which the diseas: 
produced blindness and in 5 of which it was associated with neuro- 
fibromatosis. 

Few patients have all the symptoms mentioned in the foregoing 
paragraphs. However, many do possess a sufficient number of them to 
present an unmistakable syndrome which various French writers, 
notably Charpentier, have called the classic picture of Recklinghausen’s 
disease, regarding the psychic symptoms as practically habitual. 


ENDOCRINE-AUTONOMIC RELATIONS 
THE ENpocrINE GLANDS 

A somewhat detailed account of characteristic cases is here pre- 
sented, since, except in the article of Elliott and Beifeld ** (1914) which 
attempts to connect Recklinghausen’s disease with status thymolym- 
phaticus, there has been no review in English of the work of many 
foreign writers, notably French and Italian, who have endeavored to 
establish a connection between Recklinghausen’s disease and glandular 
imbalance. Such a connection, although widely accepted on the 
Continent, has been generally overlooked in the American literature. 
Although many cases are reported in which the authors’ interests were 
so entirely dermatologic as to exclude most other information, and 
although there are others in which the authors state that no nervous 
or functional symptoms were present, there is also considerable litera- 
ture reviewing cases in which involvement of the pituitary, thyroid, 
adrenal and sexual glands is unmistakable. The picture is one of 
general glandular dystrophy, with varying emphasis on different glands. 

Sex Glands.—It is significant that in many cases the condition is 
influenced by the onset of menstruation, by pregnancy and by the meno- 
pause. Pigmentation and tumors usually appear first or rapidly increase 
between the twelfth and the eighteenth years; it is a common statement 
in the histories of both males and females that the disease developed 
at the onset of puberty. 

Menstrual anomalies figure in certain cases, as in Meige and Fein- 
del’s *° case of myxedematous infantilism, in which menstruation was 
barely established, and in a similar case reported by Orzechowski,*° 
that of a girl of 18 with primary amenorrhea. 


38. Elliott, C. A., and Beifeld, A. F.: Generalized Neurofibromatosis (von 
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40. Orzechowski, K., and Nowicki, W.: Zur Pathogenese und pathologischen 
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Bourcy and Laignel-Lavastine *‘ reported a case in which tumors 
first developed at the age of 15, more appeared after marriage and 
immediately after the menopause a molluscum pendulum appeared. 
Hirst *? and Sutton ** had cases in which tumors appeared during but 
not between pregnancies. In Sutton’s case the tumors shriveled up 
after the first delivery, but some of those of the second pregnancy 
persisted. 

Bérard ** reported a case in which an enormous cyst of the ovaries 
was associated with multiple cutaneous and subcutaneous tumors. After 
ovariotomy, the tumors progressively disappeared until at the end of 
three years only the smallest remained. Pascalis *® and Oddo * reported 
similar cases. Sharpe and Young‘ reported several cases in which 
tumors developed or were aggravated by pregnancy. They prognosti- 
cate an interesting pathogenesis. In a typical case, the child at the 
age of 3 years is taken to a pediatrician because of pigmentation of the 
skin. At the age of 7 years, she is taken to an orthopedist for scoliosis. 
At the age of 15 she visits a dermatologist for treatment of cutaneous 
tumors. When she is between 20 and 30, her obstetrician is asked 
why the tumors and pigmentation increase with pregnancy. At 35, 
she consults an otologist for beginning bilateral deafness. And when 
she is 50, a surgeon observes malignant transformation of the breast. 
Of course, the prognosis is not as gloomy as in this illustration, but 
the sequence noted is of theoretic interest. Sharpe and Young stated 


that pregnancy was the most potent factor leading to progression of the 
lesions in their series. They stated the belief that pregnancy should be 
avoided if the disease is to be controlled. 

Many of the conditions in males also develop or become active at 
puberty, and an incomplete or delayed sexual development, cryptorchid- 
ism and lack of pubic hair and other characteristics were mentioned in 
cases in which there were no other obvious signs of glandular involve- 
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43. Sutton, R. L.: A Clinical Note on Fibroma Molluscum Gravidarum 
Fibrosum, Am. J. Obst. 63:256, 1911. 

44. Bérard, L.: Ancien cyste de l’ovarie et tumeurs cutanées multiples, Bull. 
Soc. chir. de Lyon 5:15 (Nov. 13) 1902. 
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ment. Harbitz ** reported the case of a man of 28 with cryptorchidism 
who had shown pigmented areas since birth and in whom generalized 
cutaneous fibromas had developed at the age of 15. Bénaky *® had a 
patient, a man aged 40, with congenital pigmentation, generalized 
neurofibromatosis and molluscum pendulum, as well as skeletal deformi- 
ties and sexual underdevelopment. Guinon and Reubsaet °° described 
the case of a boy, aged 12 years, with pigmentation from birth, pro- 
gressively growing tumors, stupidity, adenoid facies and lack of testicular 
development. There were other reports ** of similar conditions in 
young boys. 

Pituitary Gland.—It is to be expected that Recklinghausen’s disease 
should be associated with hypophysial dysfunction, as there seems to 
be some connection between hypopituitarism and certain tumorous 
formations that are apparent in conditions like multiple lipomatosis. 

Evidences of pituitary abnormality in Recklinghausen’s disease are 
found in many patients with a partial acromegalic tendency, such as 
prognathism or cheiromegaly, and in the confluent elephantiasic form 
of the disease, as well as in the few cases in which generalized fibromas 
appear with acromegaly.®* The cases of de Castro and of Wolfsohn 
and Marcuse **” both showed typical acromegaly. The condition in both 
was characterized by nervous phenomena, headache, pains in the limbs, 
psychic depression and general asthenia. Wolfsohn and Marcuse found 
that roentgenoscopic examination of the sella turcica showed an 
increase of measurements from normal to abnormal within three months’ 
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time. Jeanselme ** recorded an instance of accompanying narrowness 
of the sella turcica. Breton,** in a case of Addison’s syndrome, observed 
at necropsy an enlarged pituitary gland and a sella turcica filled with 
lymphoid tissue. Spillman °° observed a tumor of the sella turcica, and 
Mosse and Cavalie,°° an enlarged and hard hypophysis. Tucker *’ 
(1924) noted acromegalic manifestations in 3 of 9 cases; in 2 of 
them there was a large sella turcica. Sisto °* (1929) observed 1 case of 
acromegaly with neurofibromatosis. Vizioli ** (1930) reported a case of 
acromegaly and neurofibroma with an enormous tumor of the occipital 
region. De Castro ® (1934) and Schlesinger noted the association of 
acromegaly with Recklinghausen’s disease. Although the array of cases 
is rather convincing, it should be noted that Atkinson ®t (1932) in a 
study of 768 cases of acromegaly observed only 4 cases of Reckling- 


hausen’s disease. 
Generalized neurofibromas associated with Frohlich’s syndrome, 
dystrophia adioposogenitalis, was reported by Lier ® in a boy aged 9 


years. Roentgenoscopic examination showed evidence of a tumor 
close to the hypophysis. Laignel-Lavastine and Ravier ** (1927) noted a 
familial case of Recklinghausen’s disease with associated dwarfism. 

Thyroid.—Instances of cretinism in patients with Recklinghausen’s 
disease were recorded by Adrian,** Strohmeyer °° and Schuh.®* Schiff- 
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ner observed true cretinism in 2 brothers with the disease (Jullien). 
Ottolia °’ regarded his patient as cretinoid. Debove ®* reviewed the 
case history of a man with multiple cutaneous tumors, growths along 
the course of the nerves and generalized pigmentation, in conjunction 
with thyroid infantilism. 

Myxedematous conditions were found in the cases of Meige and 
Feindel and of Pic and Rebattu.*® At necropsy Bourcy and Laignel- 
Lavastine observed, among other glandular lesions, a typical fibrous 
goiter with bloody infiltration and diminution of colloid. Muto“ also 
found changes in the thyroid at necropsy. Ehrmann” observed a 
small thyroid in 1 case and no gland in another. Hallopeau and Ribot ” 
reported typical pigmentation and tumors in a woman in whom exoph- 
thalmic goiter was making its appearance. Gordon ™ (1929) reported a 
case of myxedema with neurofibromatosis. 

Parathyroids.—Schlesinger ** in 1911 recorded the first case of neu- 
rofibroma associated with tetany. Mariante and Maciel *® (1932) noted 
a relation between both of Recklinghausen’s diseases (neurofibromatosis 
and osteitis fibrosa cystica) and advanced the theory that disturbance in 
the calcium balance plays a role in the origin of both diseases. The 
bony changes in both may be due to an excess of calcium in both blood 
and urine, thereby leading to progressive excretion of calcium and 
decalcification of bone. Norsa‘*® (1934) reported a case of hyper- 
parathyroidism, osteitis fibrosa cystica and neurofibromatosis. Chinag- 
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a‘? (1936), as well as Cohen and Douady ** (1936), observed patients 
vith hyperparathyroidism and neurofibromatosis. They also stated the 
belief that hypercalcemia had a possible etiologic significance and 
nosologic relation. Cohen and Douady presented 1 case and reviewed 
several others with both Recklinghausen’s diseases. They stated that 
hyperparathyroidism is but one of the endocrine abnormalities so fre- 
quently encountered in neurofibromatosis and that the bony changes 
seen so often are due to involvement of the parathyroid. They have 
observed kyphoscoliosis, osteoporosis and spontaneous fractures in both 
diseases. The only objection to this theory, according to the authors, 
is that a tumor of the parathyroids has never been demonstrated in 
the postmortem examination of persons with neurofibromas. How- 
ever, only few autopsies have been performed, and the need for speci- 
alized technic and the ability to demonstrate this type of tumor is 
obvious. How often have cases of undoubted osteitis fibrosa cystica 
come to the autopsy table, with the tumors of the parathyroid abnor- 
mally placed or too small to be demonstrated? We believe that the 
involvement of the parathyroids is another proof of glandular involve- 
ment and that it may well be a factor in the production of bony changes, 
a factor that is frequently overlooked. 

Adrenals——A far from complete review of the literature has dis- 
closed about 50 cases in which a so-called Addisonian syndrome, entirely 
or partially developed, indicated adrenal involvement. Many other 
cases characterized by these symptoms would doubtless have been 
found if the reporter’s interest had not been entirely taken up by 
cutaneous and nerve tumors. We believe that in a great majority of 
cases of Recklinghausen’s disease there will be found certain indica- 
tions of glandular insufficiencies. A few typical cases showing the 
clinical picture of Addison’s syndrome are detailed. 


1. (Pic and Rebattu, 1907) A man aged 47 complained of progressive asthenia, 
multiple cutaneous molluscous tumors, neurofibromas along the course of the spinal 
nerves, widely scattered café-au-lait patches from birth, deep brown punctiform pig- 
mentation of the lower part of the legs, extreme kyphoscoliosis and a myxedematous 
appearance, caused by infiltration of the integument down to the shoulders; his 
intellectual faculties, formerly intact, were weakened. The extreme asthenia was 
accompanied by hypotension and vasomotor changes. 

2. (Ottolia, 1908) A small underdeveloped cretinoid man had such symptoms as 
scoliosis and deformation of bones of the head, generalized tumors, pigmentation all 
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over the body (including the buccal mucous membranes), intellectual inferiorit, 
slowness of movements and diminished sensibilities. 


3. (Thiebiérge,7® 1898) A woman aged 56 had had small and large pigmented 
patches, identical with those of neurofibromatosis, over her trunk since birth. 
There were no tumors, but she had extreme asthenia for two years. With th 
onset of this condition there occurred generalized discoloration of the skin of 
the face and body, alteration of character, melancholia and loss of memory. 


4. (Thiebiérge) A man aged 50 had typical tumors, deep brown pigmentation 
and gastric symptoms, progressive to death. 


5. (Jullien,8° 1910) A woman aged 43 had had tumors at the age of 2% years; 
pigmentation and bronzing of the face at 7 years; irregular menstruation, and 
headaches, gastric distress and vomiting at puberty. At the time of writing she pre- 
sented pigmentation of the neck and hands, an addisonian mask, a large pigmented 
patch on the mucous membrane on the inside of the cheek and lumboabdominal 
pains; she was quickly fatigued. There was a recurrence in situ of a plexiform 
neuroma removed from the hypogastrium. 


6. (Kahn,§1 1910) A man aged 42 was presented. At the age of 33 he had had 
pigmentation and multiple tumors. Since that time there had been anorexia, vomit- 
ing, lumbar pains, exophthalmos, asthenia and pulmonary tuberculosis. Kahn 
reported this case as one of Addison’s disease; but the tumors, the absence of 
pigmentation on the mucous membranes and the observations at necropsy failed to 
support the diagnosis. 


Such is the clinical picture, one of degeneracy and lack of resis- 
tance. The exciting causes which bring into activity the underlying 
tendencies (congenital, hereditary or familial) in these persons may 
be any one of many, such as puberty, pregnancy, menopause, trauma 
or infection; the stimulus may vary, but the inherent tendency is con- 
stant. In a previous paper, a report of cases in which necropsies were 
performed was given. Twelve of these were cases in which a more 
or less complete addisonian syndrome had been found; 2 cases lacked 
such phenomena. In 12 of the cases, or 85 per cent, including the 2 
without Addison’s syndrome, involvement of the adrenals and other 
glands was found. In 2 cases, in both of which there were clinical 
indications of adrenal involvement, there were only minor histologic 
changes in the glands. 

The proof of glandular dystrophies offered by changes in the glands 
found at necropsy, even though changes were found in so large a pro- 
portion of the few cases studied, is interesting rather than convincing ; 
even in undoubted Addison’s disease the adrenals are occasionally 
intact at necropsy. Furthermore, as is well known, a general dysfunc- 
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‘ion of the glandular system may be clinically manifest for a consider- 
ible time before any great changes appear in the structure of the glands. 
No stronger proof of glandular involvement is needed than the clinical 
conditions shown. However, as the necropsy examinations are of 
interest, they are herein detailed, together with a case in which a tumor 
of the adrenals was found in a living subject afflicted with neuro- 
fibromatosis. 


1. (Chauffard,8? 1896) A man aged 37 presented pigmentation, neurofibro- 
matosis and increasing digestive disturbances. Death was due to cachetic marasmus. 
A necropsy revealed a voluminous adenomatous tumor of cortical origin, which 
involved the pancreas, adrenals and lymphatic ganglions and in which there was 
capsular degeneration. The absence of the tuberculous transformation of the 
adrenals, characteristic of Addison’s disease, was noted. 

2. (Branca,83 1897) A man aged 43, an alcoholic addict, had multiple pigmented 
nevi and molluscous tumors; he was cachetic and tuberculous, and his intelligence 
and memory had diminished. The condition was diagnosed as Marie’s disease. At 
necropsy the kidneys were red, hard and small; there were cysts and an adhesive 
capsule. The adrenal capsule was congested. There was no involvement of the 
sympathetic nervous system. 

3. (Marie and Couvelaire,8* 1900) The disease developed late in a man, after 
his hands and feet were frozen. Then followed such symptoms as progressive 
asthenia, neurofibrosis (which became generalized, with pigmentation), alterations 
of sensibility, apathy and anorexia. There were extreme skeletal changes; the 
photographs show appalling progressive kyphosis. Death was due to extreme 
asthenia. Necropsy revealed osteomalacia and intestinal fibromatosis; the pancreas 
was sclerotic; the splenic artery extremely sclerosed; the spleen hard, and the 
adrenal cortex intact. 

4. (Merk,®® 1905) A man aged 34 (?) suffered from neurofibromatosis with 
pigmentation, diminished intellect and asthenia. Necropsy showed changes in the left 
adrenal. 

5. (Raymond and Alquier,8¢ 1908) A woman aged 74 had a cutaneous fibroma, 
with pigmentation, headaches, vertigo and profound asthenia; there were no 
neuromas. At necropsy the adrenals were occupied by generalized sclerosis; at 
one point that had escaped sclerosis, there was a hyperplastic nodule of spongio- 
cytes. The kidneys were sclerotic. The hypophysis showed alternating layers of 
sclerosis and hyperplasia. 
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6. (Vignolo-Lutati,87 1911) A man aged 25 had pigmentation at birth, cutaneous 
tumors at puberty and loss of strength, nausea, vomiting and bronzing of fac« 
three years before death. Death was from cachexia. Necropsy showed sclerosis 
of the adrenals. 

7. (Saalman,88 1913) A woman aged 35 had typical Recklinghausen’s disease. 
Death was from pulmonary embolism after operative removal of an elephantiasic 
tumor from the arm. At necropsy a hypernephroma, originating in an adrenal 
rest, was observed in the liver. The adrenals appeared normal. 

8. (Bosquet,8® 1913) A man aged 46 had cutaneous and nerve tumors, sexual 
frigidity ; anorexia; pains in the extremities and profound asthenia; his skin was a 
uniform dirty yellow, as in Addison’s disease. Necropsy revealed that the right 
adrenal was almost entirely transformed into an epithelial tumor, with polymorphic 
cells and cystic and hemorrhagic formations. 

9. (Kawashima,®® 1911) A woman in puerperium had multiple cutaneous and 
nerve tumors and severe kyphoscoliosis. There was a tumor of the adrenal medulla, 
consisting of atypical hyperplasia of giant multinuclear cells. 


THe Autonomic Nervous SYSTEM 

The views of Pende have been cited. Clarke and Wakefield ™ 
(1926) stated that the primary pathologic changes of Recklinghausen’s 
disease lie in the sympathetic or parasympathetic nervous system, with 
the internal secretions playing a secondary role. They presented 2 
cases, in 1 of which there was tachycardia and in the other, auricular 
fibrillation. They stated the belief that the occurrence of tachycardia 
or bradycardia during the course of the disease is due to actual tumorous 
involvement of the sympathetic and parasympathetic nerves. This 
involvement had been noted in several previous postmortem examina- 
tions. The authors stated that stimulation, irritation or paralysis of 
the autonomic nervous system by the growths may produce secondary 
signs and symptoms of endocrine disease. Rosenthal and Willis ” 
(1936) noted the association of chromaffin tumors with neurofibroma- 


tosis. 
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PREGNANCY 

Whether pregnancy should be considered by itself or under endocrine 
changes is debatable. Certain definite glandular changes have been 
shown ** to occur during pregnancy. The thyroid is enlarged due to 
parenchymatous changes and increased vascularity. Histologically, 
glandular hyperplasia is noted. The basal metabolic rate increases, and 
symptoms of hyperthyroidism grow worse during pregnancy. From 
this, can it be assumed that the effect of the thyroid secretions on cellular 
oxidation and metabolism causes the increased growth of fibroma during 
pregnancy ? 

The pituitary gland also enlarges considerably with pregnancy. The 
main enlargement is that of the anterior lobe, which may become almost 
twice its normal size. Is it then the growth-stimulating principle of the 
anterior lobe of the hypophysis which is responsible for the enlargement 
of the tumors? 

The ovaries secrete an increased amount of theelin and progestin 
during gestation. Theelin is responsible for the growth of the endo- 
metrium and together with progestin affects the growth of the breast. 
\re these the growth factors which act on neurofibroma? 

Few reports are available on changes in the adrenal glands during 
pregnancy. Fitz-Patrick reported a series of 12 patients with Addison’s 
disease, 5 of whom died during pregnancy. In other words, there was 
an acute exacerbation of adrenal insufficiency. It has often been stated 
that after the administration of an extract of the adrenal cortex to 
patients with Addison’s disease the cutaneous pigmentation becomes 
lighter. Should it be assumed that there is a decreased secretion of 
cortin during pregnancy which causes the increased pigmentation of the 
skin? An additional factor has been brought forward by Loeb,** who 
stated that the decrease in pigmentation in Addison’s disease is due to 
dehydration of the tissue spaces, with stretching of the skin. The 
inclusion of a disturbance of salt and water metabolism is then another 
possibility. The question now arises as to the respective importance 
of the roles played by the different glands. Sharpe and Young stated 
that pregnancy influences an arrest of embryonic tissue by stimulation 
of the normal physiologic growth factor, thereby causing increased 
growth of the tumor. We believe that the factor is indirect and through 
the various glandular secretions. It is impossible to state which 
particular hormone is responsible for the major change. In addition, 
the growing fetus adds its glandular secretions and physiologic effects 
to those of the mother. 


93. Beck, A. C.: Obstetrical Practice, Baltimore, Williams & Wilkins Company, 
1935, 

94. Loeb, R. F.: The Adrenal Cortex, J. A. M. A. 104:2177-2182 (June 15) 
1935, 
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OTHER DISEASES 

There have been several reports on the association of Recklin 
hausen’s disease with tuberous sclerosis.°* The condition is marked by 
the occurrence of mental deterioration in the first or second year of life, 
with gradually progressive idiocy.*® Epileptiform convulsions ** may 
appear later on. In about 50 per cent of these cases the condition is 
associated with adenoma sebaceum. In addition, tumors of the kidney 
(hypernephroma) and of the heart (rhabdomyoma) have been observed. 
Pathologically, various malformations and glial tumors of the brain 
have been described. Microscopically there are spongioblastic-like nests 
of cells in the central nervous system, which are similar to neurofibromas 
of the brain and spinal cord. Skeer ** (1938) described a case of 
adenoma sebaceum, Recklinghausen’s disease and subungual fibroma- 
toses, associated with epilepsy or tuberous sclerosis. Patients showing 
all these stigmas of the disease have been termed “epiloiacs” by the 
neurologists. Skeer stated that in these four diseases there is a tendency 
toward proliferation of connective tissue. He also commented on the 
frequent clinical association of Recklinghausen’s disease with tuberous 
sclerosis and noted Bielchowsky’s observation on the common spongio- 
blastic nature of the two conditions. 

Although no further contributory influences are described, the asso- 
ciation of neurofibromatosis with other diseases is mentioned for the 
sake of completeness. Fleming and Cookson ® noted its association 
with epilepsy and osteoporosis (1 case), and Brocher and Frommel,’” 
with periarteritis nodosa (1 case) ; and Thalmann *°' commented on its 


relation to generalized osteitis deformans. 


95. Wechsler, I.: A Textbook of Clinical Neurology, Philadelphia, W. B 
Saunders Company, 1930. 

96. Brennemann, J.: Practice of Pediatrics, Hagerstown, Md., W. F. Prior 
Company, Inc., 1927, vol. 4, pp. 18-28. 

97. Grinker, R.: Neurology, Springfield, Ill., Charles C. Thomas, Publisher, 
1934, p. 231. 

98. Skeer, J.: Adenoma Sebaceum (Pringle), von Recklinghausen’s Disease, 
Subungual Fibromatosis Associated with Epilepsy or Tuberous Sclerosis: Symp- 
tom Complex, Urol. & Cutan. Rev. 42:110-114 (Feb.) 1938. 

99. Fleming, G. W., and Cookson, H. A.: Multiple Neurofibromata Associated 
with True Angioneurofibroma of the Acoustic Nerve, Jacksonian Epilepsy and 
Osteoporosis, J. Neurol. & Psychiat. 6:104-113 (Aug.) 1925. 

100. Brocher, J. E., and Frommel, E.: Périartérite noveuse en voie de guérison, 
associée a une neurofibromatose familiale. Documents cliniques et histologiques, 
Ann. de méd. 23:265-276 (March) 1928. 

101. Thalmann, W.: Ueber die Beziehungen zwischen generalisierter Ostitis 
deformans Paget und Neurofibromatosis Recklinghausen, Virchows Arch. f. path. 
Anat. 283:148-158, 1932. 
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THERAPY 

The logical approach to the treatment of von Recklinghausen’s dis- 
ease is apparently through the medium of opotherapy. The small tumors 
may be removed by means of electrodesiccation, while the large tumors 
may be treated by the same procedure or by surgical intervention. 
Surgical removal of the tumors is occasionally not advised, as the tissues 
heal poorly. In addition, tumors may be situated in close proximity 
to important structures, such as the vagus nerve, and surgical removal 
might lead to severe shock or even death. Furthermore, the possibility 
of malignant transformation is an ever present indication for con- 
servatism. We do not feel that the usual manifestations of Reckling- 
hausen’s disease are of such severity as to predicate an absolute 
contraindication toward pregnancy, as has been proposed. Ketcham *” 
(1937) suggested trying combinations of thyroid, solution of adrenal 
cortex and a preparation of the anterior lobe of the pituitary gland to 
see if they caused any evident changes in growth. If successful results 
are obtained, the usage of antagonistic preparations, if available, may 
be useful. If the results are not successful or if the tumors actually 
shrink in size, thereby showing a deficiency rather than an oversecretion 
to be the underlying provocative factor, then there are definite thera- 
peutic agents available. The need for controlled experimentation is 
obvious. Recently, the administration of thiamin chloride (vitamin B, ) 
in doses of 3 mg. or more daily has been suggested. The antineuritic 
powers of the vitamin may be the reason for its supposed efficacy. The 
often quoted statement of Harbitz,’°* “The patients die with the disease 
and not from it,” is a dictum that is so often applied to many cutaneous 
conditions. The physician should remember that cutaneous growths and 
abnormalities have a far greater effect through the “psyche” than the 
“soma.” The patient, especially a young woman, can be extremely 
unhappy from the cosmetic defects of neurofibromatosis. 


REPORT OF CASES 


The following cases, briefly presented and discussed, were selected 
to illustrate various phases of von Recklinghausen’s disease. 


Case 1—F. G., a housewife aged 49, noticed the development of multiple 
cutaneous nodules after the birth of her last child (at the age of 30). At the age 
of 48, a swelling appeared on the dorsum of the terminal phalanx of the right ring 
finger. On admission to the hospital glomus tumor was diagnosed. It was also noted 
that she had innumerable pinhead-sized to hazelnut-sized, soft and hard brownish 
and whitish, occasionally pedunculated nodules all over her body. Many small 


102. Ketcham, W. M., in discussion on Sharpe and Young.47 


103. Harbitz, F.: Multiple Neurofibromatosis, Arch. Int. Med. 3:32-65 (Feb.) 
1909, 
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brownish spots and some large chloasmatic areas were present. The swollen part 
of her finger was excised, and the pathologic report was glomus tumor. 


The condition represents the type known as molluscum fibrosum. 
The first appearance of the growths during pregnancy is somewhat 
typical, although usually an exacerbation of previously extant tumors 
is seen. The association of a glomus tumor with neurofibroma is inter- 
esting. Masson, Slepyan*** and others have described unmyelinated 
nerve fibers in the glomus tumor and called it a “neuromyo-arterial 
glomus.” Histologically, therefore, it is related to neurofibroma, and 
its clinical association may be more common than is generally believed. 


Case 2.—O. E., a physician aged 31, has had numerous nodules on both upper 
and lower extremities since the age of 10 years. Histologic examination in 1934 
showed the characteristic picture of Recklinghausen’s disease. In 1937 these 
nodules became extremely painful, and the patient entered Beth Israe! Hospital 
where a paravertebral block was performed, with 33 per cent alcohol in 1.5 per cent 
procaine hydrochloride. The patient was discharged, with great relief of subjective 
symptoms. 


This condition illustrates molluscum fibrosum also. In addition, the 
uncommon feature of painful nodules, after many years without symp- 
toms, is unusual. The relief caused by the injection of alcohol and the 
nerve block suggests a mode of therapy in cases in which the condition 
becomes painful. 


CAsE 3.—S. W., a white woman aged 65, had had a small nodule in the scapular 
region when she was 35. The nodule was removed but recurred when she was 
50 and became progressively larger, until at the age of 65 she entered the hospital 
to have it excised. The nodule was hard, rubbery and ovoid. It was movable 
laterally but not along the course of the nerve. Microscopic examination disclosed 


a neurinoma. 


The occurrence of a single tumor (cutareous nodule) and its recur- 
rence after surgical removal are the features that mark this case. 


CAsE 4.—D. B., a boy aged 12 years, entered the hospital with a history of head- 
aches for six years and abdominal pain and pigmentation for six months. His 
father had pigmented spots and numerous nodules about the face. The patient’s 
younger sister, aged 5 years, also had three large pigmented spots on the abdomen. 
The patient was normal mentally. In the past six years he had headaches occurring 
almost every day and lasting several hours. The results of examinations of the 
eyes and ears were negative. Six months before admission the child had had an 
attack of acute abdominal pain, with vomiting. After the attack the child was 
weak, lethargic and dizzy. Five days before admission, he displayed numerous 
irregular areas of brownish pigmentation. In addition, a few pea-sized nodules 
in the left groin and left infraclavicular area were noted. Laboratory examinations, 
including roentgenograms of the bones, dextrose tolerance tests and chemical 
examination of the blood, gave negative results. Histologic examination of the left 
infraclavicular node revealed neurofibroma. He was discharged, but with no 
explanation for his abdominal attack. 


104. Slepyan, A. H.: Glomus Tumor: Report of Two Cases with Histologic 
Observations, Arch. Dermat. & Syph. 36:77-84 (July) 1937. 
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The possibility of an internal neurofibromatosis is to be kept in 
mind in this case. The headaches are suggestive of intracranial lesions 
or of acoustic neuroma, especially in view of the associated vertigo. 
Of course the possibility of subsiding appendicitis should not be over- 
looked. 


CAsE 5.—M. T., a white man aged 25, with a history of mental retardation and 
macrocephaly since childhood, had had pigmentation and small brownish papules 
on the skin since birth. The mother had had similar cutaneous lesions and had died 
of a tumor of the breast. The patient entered the hospital complaining of diplopia, 
blurred vision and severe burning pain in the right wrist and fingers. An exploratory 
craniotomy was performed, and a small amount of cortical tissue was removed for 
study. The pathologic impression was tuberous sclerosis. The cutaneous lesion 
represented the “fruste” type of neurofibromatosis. 


This case is illustrative of the abortive type of neurofibromatosis. 
The association of mental retardation, the family history and the 
presence of macrocephaly are not unusual. The possible presence of 
tuberous sclerosis is again confirmatory of previously noted clinical 
associations. 

Case 6.—H. G., a boy aged 9 years, with numerous large and small light and 
dark brown macules over the entire body, was mentally retarded, and an enceph- 


alogram revealed internal hydrocephalus. In addition, the presence of obesity 
and hypoplastic genitalia led to a diagnosis of Frohlich’s syndrome. 


The presence of pigmentation, mental retardation and hydrocephalus 


is not uncommon. The presence of Frohlich’s syndrome is again sug- 
gestive of the associated glandular dystrophy so frequently noted. 

Case 7.—F. D., a woman aged 69, with brownish macular areas on her face 
and most of her body, was acromegalic. Decided hypotonia of the digits, as well 
as osteoporosis on roentgen ray examination, suggested a diagnosis of Reckling- 
hausen’s disease of the bones (osteitis fibrosa cystica). This was further confirmed 
by a hypercalcemia, with decreased blood phosphorus and elevated phosphatase. In 
addition, the patient had bilateral renal calculi, further stigma of hyperpara- 
thyroidism. 

The coexistence of both Recklinghausen’s diseases is of interest, 
especially in view of the theories presented earlier in this report. The 
additional involvement of the pituitary gland and the pluriglandular 
nature of Recklinghausen’s disease are again emphasized. It is not 
a disease of one but of many organs. 


CONCLUSIONS 
1. There is definite hereditary transmission of Recklinghausen’s 
disease as a dominant genetic characteristic. 
2. The origin of the tumors is mesodermal, from the connective 
tissue sheath of nerves (perineurium). 
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3. The use of a more detailed cutaneous classification is suggested 
The presence of pigmentation without tumor formation is of frequent 


occurrence and ds a definite phase of the disease. 

4. Besides the cutaneous features, there are frequently associated 
motor, skeletal, sensory and mental disturbances. 

5. The great majority of patients would show definite signs oi 
glandular aberration if they were carefully examined for these abnor 
malities. 

6. A syndrome with so great a multiplicity of symptoms should not 
be designated by a term describing but one of its phases. At the present 
level of knowledge the most comprehensive title is still Recklinghausen’s 
disease. 


2 East Fifty-Fourth Street. 





OCCUPATIONAL DERMATITIS DUE TO MINT 


REPORT OF TWO CASES 


WILEY MITCHELL SAMS, M.D. 
MIAMI, FLA. 


The literature on contact dermatitis is extensive, and hundreds of 
different agents have been found responsible, yet I have been unable 
to find any reports on mint as a cause. Some time ago when I was 
discussing this subject with Dr. Otto Foerster, he recalled having 
observed a patient with cheilitis caused by a mint-flavored chewing gum. 
This is the only instance I have found in which mint has been incrimi- 
nated as a factor in producing a cutaneous eruption. Although physi- 
cians are now familiar with the manifestations and with many of the 
causes of this type of dermatitis, it is the inability at times to determine 
the exciting agent which leads to failure in treatment. I therefore 
wish to present 2 cases which have come to my attention. 


REPORT OF CASES 


CAsE 1.—K. H., a bartender at Miami Beach presented a dermatitis which began 
in the spring of 1934. He used various local applications without any benefit until 
he returned North, at which time the condition involuted spontaneously. He had 
been employed for many years in a similar capacity in Chicago and had never 
experienced any difficulty with his hands. He had no trouble during the summer, 
but when he returned to Florida in December he immediately began to have itching 
and burning about the fingers, associated with the appearance of fissures and peel- 
ing. Occasionally some small blisters occurred along the edge of the index finger 
and thumb of both hands. The condition persisted and continued to give him 
difficulty until it became so severe by February that he was unable to work. 
Examination at that time showed that the eruption was more extensive: it not only 
involved the thumb and the index and second fingers of both hands, but extended 
over the dorsa of the hands and onto the wrists. There were deep fissures at the 
finger tips, which from time to time bled, and the appearance of his hands was such 
that he had been unable to work for several days at a time. 

A detailed history disclosed nothing suggestive, but it was found that in his 
occupation of mixing drinks, he handled many different fruits, liquors and fruit 
juices. Patch tests were carried out with all the materials which he handled in the 
course of his work, including limes, lemons, oranges, pineapple, mint, maraschino 
cherries, olives and the metal of the cocktail shaker, and only one positive result was 
obtained. This was with mint. There were no other reactions, even to the peel of 
orange, lemon and lime. 

With this information at hand, he was instructed not to handle or to make any 
drink containing mint and not to handle the glassware in which mint had been 
served. His recovery began immediately, and in three weeks. the hands were 
entirely clear. Since then he has had only one relapse. He was engaged to work 
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at a private party, and drinks containing mint were ordered. Even though he did 
not handle the mint, he was sufficiently exposed by handling the glasses and had a 
mild flare-up. At the time of writing three years has elapsed since his recovery. 


CAsE 2.—R. F., a bartender at Miami Beach, had followed this occupation fo: 
approximately ten years with no previous difficulty. This was his first season in 
Florida, and he was free of trouble until March. About four or five days before 
he presented himself for examination, he noticed an eruption on both hands, which 
caused intense itching. Small, deep-seated blisters would break out along the edges 
of the fingers and in the palms. He reported slight difficulty for more than a month, 
and the trouble had been much more severe in the five days previous to his visit 
to me. The distribution along the thumb and index finger of both hands and his 
occupation at once suggested contact dermatitis. The results of patch tests with 
materials he usually handled were again negative, except with mint and orange 
peel. Since the oils from orange, lime and lemon peel have been reported! as 
constantly causing cutaneous reactions (primary irritants), they were not considered 
particularly significant. The reaction to mint was strongly positive. He was 
advised to avoid it completely. He did this and the eruption disappeared within 
less than a week and has not recurred. At the time of writing one year and two 
months has elapsed since his recovery. 


These cases fulfil the usual criteria for contact dermatitis and are 
examples of epidermal sensitivity. The question which immediately 
presented itself, however, is why should a person (case 1) have an 
occupational dermatitis when working in Florida and yet have no diffi- 
culty in Chicago, although doing exactly the same work? ‘The obvious 


answer is that there must be some difference in the mint used in the 
two localities. I had previously made the observation that the locally 
grown mint was a different species, but considerable difficulty was 
encountered in identifying the plant. The local gardeners and bartenders 
referred to it as “horse mint.” It is propagated by root stock, and 
since it does not bloom, at least in this climate, much trouble was 
encountered in determining the species. It was learned that it had 
been introduced into Florida from Nassau, and it was finally identified 
as Mentha citrata, a plant native to Europe. Apparently the eczematiz- 
ing properties of this plant are more marked than those of native mint 
(Mentha vera), since both of my patients are able to handle the northern 
mint without any difficulty. 

Tests were conducted to determine the frequency with which sensi- 
tivity to Mentha citrata occurs. Both mint leaves and the ether-soluble 
fraction were used. Patch tests were made on 18 subjects with the leaf 
of the plant; 5 positive reactions to patch tests were obtained. An 
extract was made by adding one part of the residue, after evaporation 
of the ether, to three parts of expressed oil of almond. Forty-eight 
hours after the use of this preparation there were 7 positive reactions, 


1. Schwartz, L.: Cutaneous Hazards in the Citrus Fruit Industry, Arch. 
Dermat. & Syphi. 37:646 (April) 1932. 
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1 of which was strongly positive, with large vesicles. Three of the 7 


subjects who had positive reactions have recently had contact dermatitis 
from other agents. The extract produced reactions of greater intensity 
than the leaf itself, and a more dilute preparation might have been used. 

Since mixed drinks are an American creation and this type of mint 
is used only in a restricted area, it is not to be expected that many cases 
of mint dermatitis will occur. With the possible exception of bartenders, 
few persons have any occasion to handle the plant, except infrequently. 
If widely used, it would no doubt be a frequent cause of contact 
dermatitis. 

SUMMARY 

An occupational dermatitis due to mint in 2 bartenders is reported. 
Patch tests indicate Mentha citrata to be a potential source of contact 
dermatitis. 





BLOOD IODINE OF PATIENTS WITH 
ACNE VULGARIS 


EUGENE F. TRAUB, M.D. 
AND 
RICHARD EMMET, M.D. 
NEW YORK 


For some time it has been the impression of dermatologists that 
iodides and bromides have a tendency to cause exacerbations of acne as 
well as to produce acneform eruptions. While there seems to be little 
doubt as to the latter, acneform eruptions having become generally 
recognized as a complication of the ingestion of iodides and bromides, 
the question of their effect on acne was not so definite. We therefore 
undertook a quantitative study of the iodine content in the blood of 
persons with acne to see if there was an actual difference from the 
normal. <A series of 58 patients was collected, consisting of 45 with 
acne and 13 who had miscellaneous dermatoses. In addition, Dr. 
Maurice Bruger placed at our disposal the values for 22 normal subjects. 

There were 25 males and 33 females in our group. The extremes 
of range in iodine content of the blood varied from 2.67 to 17.1 micro- 
grams per hundred cubic centimeters, the average being 6.08 and the 
mean, 5.7. 

No effort was made to ascertain the diet of these patients at the 
time the test was made, nor in the case of female patients did we take 
the blood at any particular point in the menstrual cycle. 

The relation of age to the iodine content of the blood is shown in 


the following tabulation: 
Average Lodine 
Number of Content of Blood, 
Age in Years Patients Micrograms per 100 Ce. 
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The 45 patients with acne were classified according to the severity 
of the condition, and the relation of the iodine content of the blood to 
the severity is shown in the following tabulation: 


Average Iodine 
Severity of the Number of Content of Blood, 
Condition Patients Micrograms per 100 Cc. 
6.25 
5.56 
5.75 


5.975 


From the Skin and Cancer Unit of the New York Post-Graduate Medical 


School and Hospital. 
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The remaining 13 patients had the following dermatoses: neuro- 
dermatitis, 2 patients; dermatophytosis and bacterid, 2; psoriasis, 2; 
pityriasis rosea, 1 ; eczema, 4; pruritus, 1, and occupational keratosis, 1. 
An average of 6.42 micrograms of iodine per hundred cubic centimeters 
of blood was found. 

A definite difference was noted between the results in males and 
those in females, as shown in the following tabulation : 

Range in Iodine Average Iodine 
Number of Content of Blood, Content of Blood, 
Sex Patients Micrograms per 100 Ce. Micrograms per 100 Ce. 


2.67 to 7.49 5.3 
3.5 to17.1 6.65 


2.67 to 17.1 6.08 
(Mean: 5.7) 


We have pointed out the difference in the values for males and 
females, but we do not believe that it is of any particular significance. 

While there seem to be cases in which clinically there is no question 
that acne was made worse by the ingestion of iodides or bromides, our 
failure to find appreciable differences in the normal iodine content of 
the blood in these cases leads us to suspect either that there is a qualita- 
tive difference (sensitivity) rather than a quantitative one, or that the 
iodides are possibly being stored in the tissues rather than in the blood 
stream. 

It has been found by Dr. Bruger that iodine is excreted in the urine 
and in the saliva and that there is a definite correlation between this 
excretion and the blood iodine level. Unquestionably the iodine is not 
stored in the blood. 

We are now engaged in the study of iodine in cutaneous tissue, to 
determine whether the skin of patients with acne vulgaris contains more 
iodine than normal skin. 


SUMMARY AND CONCLUSIONS 


A series of 58 patients was studied from the standpoint of the iodine 
content of the blood. 

Forty-five patients suffered from acne vulgaris. Thirteen patients 
had miscellaneous cutaneous diseases and were used as controls. 
Twenty-two additional, apparently normal persons, not included in the 
aforementioned group of 58, were also used as controls. 


In the control groups of patients, whose blood iodine was apparently 
normal, the average value was approximately 6 micrograms per hundred 
cubic centimeters. The average iodine content of the blood of the 
patients with acne vulgaris was 5.975 micrograms, which was approxi- 
mately within the normal range. 
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A slight difference was noted between the iodine content of tli 
blood of males and that of females, the values for the males averaging 
5.3 micrograms per hundred cubic centimeters and those for the females, 
6.65 micrograms. 

Differences in the iodine content of the blood of patients in various 
age groups were recorded. 

The failure to find a higher blood iodine content in patients with 
acne vulgaris than in “normal” persons possibly indicates that (1) the 
role, if any, played by iodine may be qualitative or (2) the iodine may, 
in patients with this disease, be stored in the cutaneous tissues. 


140 East Fifty-Fourth Street, New York. 
789 St. Marks Avenue, Brooklyn. 





FIXED ERUPTION WITH AN EXTRACUTANEOUS 
MANIFESTATION DUE TO MAPHARSEN 


REPORT OF A CASE 


H. VICTOR MENDELSOHN, M.D. 
NEW YORK 


A little known but highly interesting feature of fixed effects is the 
occurrence of extracutaneous manifestations, appearing alone or in 
association with a “fixed” eruption. These manifestations consist of the 
recurrence in situ of pains, motor or sensory disturbances, swelling, 
congestion and other symptoms, in tissues other than the skin or the 
mucous membrane. Jadassohn, Naegeli, Milian, Bargues and others? 
observed such reactions after the repeated use of the arsphenamines, of 
bismuth and of mercury. Jadassohn ** was the first to include these 
manifestations in the category of fixed effects. A detailed discussion 
of these reactions is contained in the excellent report by Abramowitz and 
Noun,’ from which I have drawn freely. 

The literature is rapidly becoming voluminous with reports of the 
value of mapharsen as an antisyphilitic agent and of its toxic effects. 


Those who have had experience with the drug * unanimously agree that 


From the Department of Dermatology and Syphilology, New York University 
College of Medicine, and the Dermatologic Service of Bellevue Hospital, service of 
Dr. Edward R. Maloney. 

1. (a) Jadassohn, J.: Zur Kasuistic der Arzneischadigungen (Salvarsan, 
Quecksilber, Wismut), besonders tiber extracutane fixe Nebenwirkungen, Med. 
Klin. 21:362, 1925. (b) Naegeli, O.: Ueber fixe Arzneiexantheme, Klin. Wchnschr. 
6:25 (Jan. 1); 73 (Jan. 8) 1927. (c) Milian, G.: La conjonctivite arsenicale, 
Paris méd. 2:303 (Oct. 15) 1921. (d) Bargues, M.: Crises nitritoides localisées, 
Bull. Soc. frang. de dermat. et syph. 28:244 (May 17) 1921. 

2. Abramowitz, E. W., and Noun, M. H.: Fixed Drug Eruptions, Arch. 
Dermat. & Syph. 35:875 (May) 1937. 

3. (a) Tatum, A. L., and Cooper, G. A.: An Experimental Study of Mapharsen 
as an Antisyphilitic Agent, J. Pharmacol. & Exper. Therap. 50:198 (Feb.) 1934. 
(b) Foerster, O. H., and others: Mapharsen in the Treatment of Syphilis: A 
Preliminary Report, Arch. Dermat. & Syph. 32:868 (Dec.) 1935. (c) Wile, U. J., 
in discussion on Foerster and others, p. 890. (d) Gruhzit, O. M., and others: 
Mapharsen in the Mass Treatment of Syphilis in a Clinic for Venereal Diseases, 
Arch. Dermat. & Syph. 34:432 (Sept.) 1936. (¢) Wieder, L. M., and others: 
Mapharsen in the Treatment of Syphilis: Further Experiences, ibid. 35:402 
(March) 1937. (f) Maloney, E. R., in discussion on Wieder and others, p. 597. 
(9) Cole, H. N., and Palmer, R. B.: Mapharsen in the Treatment of Syphilis, Arch. 


(Footnote continued on next page) 
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it is less toxic than the arsphenamines, the commonest reactions being 
of the immediate and the mild gastrointestinal type. 

Although fixed eruptions from mapharsen have been reported 1) 
Astrachan,* Vero,® Chargin and others *! and Abramowitz,’ I have been 
unable to find a report of a proved extracutaneous manifestation due to 
this drug. In listing reactions from 75,589 injections of mapharsen 
administered to 4,841 patients, Gruhzit and others ** found that 0.9 
per cent complained of toothache or of pain in the jaws. The authors, 
however, did not state whether these symptoms recurred on further 
administration of the drug. Foerster and others,*” in observing a group 
of 233 patients to whom 4,666 injections were given, noted mild lacrima- 
tion and from slight to profuse salivation in 4 patients. These reactions 
followed only the first injection. The same authors observed abdominal 
pain of moderate severity after the first injection in 2 cases, in 1 of 
which it recurred severely after the second injection. None of these 
cases could be regarded as an instance of a fixed extracutaneous effect, 
except possibly the one with the recurrent abdominal pain after the 
second injection. Astrachan ** studied 5 patients with fixed eruptions, 
2 of whom complained that after each injection of mapharsen they 
suffered from headaches, “soreness” of both eyes and swelling and 
itching of the eyelids. When seen five days after an injection of maphar- 
sen, 1 patient had a slight erythema of one eyelid and the other only 
a moderate conjunctivitis of both eyes. Readministration of mapharsen 
resulted in the same subjective and objective symptoms. The recurrent 
headaches and “soreness” of both eyes suggest the possibility of a fixed 
extracutaneous manifestation. 


Dermat. & Syph. 36:561 (Sept.) 1937. (h) Cornell, V. A., and Astrachan, G. D.: 
Mapharsen in the Treatment of Congenital Syphilis, ibid. 38:943 (Dec.) 1938. (7) 
Chargin, L., and others: Mapharsen in the Treatment of Early Syphilis, ibid. 40: 
208 (Aug.) 1939. (7) Kulchar, G., and Barnett, C.: Mapharsen in the Treatment 
of Early Syphilis, Am. J. Syph.,.Gonor. & Ven. Dis. 20:482 (Sept.) 1936. (hk) 
Astrachan, D. G.: Mapharsen in Antisyphilitic Therapy, ibid. 21:81 (Jan.) 1937. 
(1) Schmidt, L. E., and Taylor, G. G.: The Treatment of Syphilis with Mapharsen, 
ibid. 21:402 (July) 1937. (m) Marshall, J. W.: The Treatment of Syphilis with 
Mapharsen, ibid. 21:645 (Nov.) 1937. (mn) Astrachan, G. D., and Wise, F.: 
Further Experiences with Mapharsen: Its Use in Latent Syphilis, ibid. 22:470 
(July) 1938. (0) Miller, H., and others: Mapharsen: Its Use in the Treatment 
of Syphilis, California & West. Med. 45:321 (Oct.) 1936. (p) Parsons, R. P.: 
Mapharsen in the Treatment of Early Syphilis, U. S. Nav. M. Bull. 35:207 (April) 
1937. (q) Peterson, S. C.: The Use of Mapharsen in the Treatment of Syphilis, 
Canad. M. A. J. 36:172 (Feb.) 1937. 

4. (a) Astrachan.** (b) Astrachan and Wise.*" (c) Astrachan, G. D., and 
Sharp, E. A.: The Value of Administration of Liver in Patient Intolerant to 
Arsenicals, J. Invest. Dermat. 1:427 (Dec.) 1938. 

5. Vero, F.: Fixed Eruptions Due to Arsenic: Report of a Case, Arch. Dermat. 


& Syph. 35:307 (Feb.) 1937. 
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The belief that I have encountered the first proved case of an 
extracutaneous effect from mapharsen prompted me to submit a report. 


REPORT OF CASE 


B. L., a white woman aged 22, was first seen by me on April 12, 1939. She 
stated that in October 1933, because of a number of indefinite symptoms, a physician 
performed a Wassermann test of her blood and found the reaction to be 4 plus. 
She was not aware of primary or secondary lesions but said she had had inter- 
course with a man who was receiving “arm injections.” Antisyphilitic treatment 
was instituted immediately, and during the following three months she received 
twenty injections of neoarsphenamine and an equal number of injections of a bismuth 
preparation, with no ill effects. 

From then until the time I saw her she received irregular treatment with neo- 
arsphenamine and bismuth. The Wassermann reaction of the blood was negative 
on a few occasions. Recently, injections of neoarsphenamine had produced moder- 
ately severe reactions including gastrointestinal upsets, chills and fever and a scaly 
eruption on different parts of the body lasting for a few days. Further adminis- 
tration of arsenicals was considered dangerous. 

From 1934 to 1937 the patient had a few attacks of dermatitis, mainly on the 
buttocks and thighs, that were considered to be due to a sensitivity to silk under- 
wear. About two years before she consulted me she underwent a successful “cure” 
for drug addiction (heroin, diacetyl morphine). She had not taken the drug since. 
She frequently took sedatives of the barbituric acid group. No other drugs had 
been ingested. 

Physical examination revealed an essentially normal condition, except for 
moderate pyorrhea. A urinalysis and a blood count showed no abnormalities. The 
Wassermann reaction of the blood was 4 plus. The patient refused to allow an 
examination of the spinal fluid. 

After some dental care for the pyorrhea, she was given six injections of bismuth 
subsalicylate in oil (0.1 Gm. per cubic centimeter) in doses of 1.5 cc. at five to 
seven day intervals. There was no evidence of intolerance to this medication. I 
then decided to try an arsenical and administered 15 mg. of mapharsen intra- 
venously. Ten to twenty seconds after the injection the patient complained of 
a severe, sharp pain in the upper jaw. The pain lasted five to ten minutes, during 
most of which time she held her hand to the mouth. After the pain in the jaw 
subsided she complained of an itch in both palms and in the left big toe. The 
pruritus was so intense that she began rubbing both hands vigorously and then 
removed the left shoe and rubbed the big toe. Examination revealed irregularly 
roundish, nickel-sized to quarter-sized flat erythematous plaques on both palms, 
on the dorsal aspect of the web between the thumb and the index finger of the 
right hand, on the flexor aspects of the lower third of both forearms and on the 
plantar aspect of the left big toe. There was no visible change in the gums while 
the pain lasted or after it had subsided. When the patient was seen three days later 
the eruption had disappeared. There wag no residual pigmentation. 

The patient was reluctant to receive further arsenical therapy, but a month 
later she consented, at which time 10 mg. of mapharsen was administered. Reactions 
followed, identical both in sequence and in duration but somewhat less intense. 
Realizing that the reaction was more annoying than serious I administered a third 
injection of mapharsen (20 mg.) three weeks later. The reaction recurred in 
all its phases, being somewhat more intense than the previous reactions. The 
intolerance seemed to be in proportion to the amount of mapharsen administered. 
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Since no other ill effects resulted, mapharsen medication was continued in dos: 
of 20 mg. at weekly intervals. So far the patient has received six injections, ea 
one having been followed by the same sequence of events; the reactions, however, 
have been progressively milder (desensitization). 

Experimental Data.—During a period when the patient was free from any 
evidence of the fixed exanthem, 6 grains (0.389 Gm.) of sodium amytal (sodium 
isoamylethylbarbiturate) and 10 grains (0.648 Gm.) of soluble barbital U. S. P. 
(sodium barbital; sodium diethylbarbiturate) were ingested on successive days. 
No reaction of any kind followed. A subcutaneous injection of morphine sulfate 
% grain (0.016 Gm) with atropine sulfate 449 grain (0.0012 Gm.) fifteen minutes 
before an intravenous injection of mapharsen not only diminished the pain in the 
jaw but also altered the rest of the reaction; the erythematous patches appeared 
faintly one hour later and lasted for only a few hours. 

An intravenous injection of 0.1 Gm. of neoarsphenamine produced a moderately 
severe reaction. Three to five hours after the injection the patient complained of 
malaise, nausea and slight chill and fever. Twenty-four to thirty-six hours later, 
small scaly patches (eczematous) appeared on most of the previously involved 
areas and on parts of the trunk and hips. The pain in the jaw did not appear. 
The eruption disappeared after ten days, leaving no pigmentation. 

Patch tests with an aqueous solution of mapharsen and neoarsphenamine (0.04 
Gm. of mapharsen in 10 cc. of water; 0.3 Gm. of neoarsphenamine in 10 cc. of 
water) gave negative results both on a normal and on a previously involved area. 
Intradermal tests with injections of 0.1 cc. of each solution both in a previously 
affected area and in normal skin produced an immediate (traumatic) blotch of 
erythema which disappeared within two to three hours. The reaction in the 
previously involved area was not greater than in the normal skin. 

I intended to perform further studies, but the patient refused to cooperate. 


COMMENT 


In the case just reported both the eruption and the pain in the 
upper jaw were undoubtedly instances of fixed effects due to mapharsen. 
This is proved by the crucial test that the reactions recurred in identical 
manner after each of the six injections of mapharsen and did not occur 
when the drug was withheld. The fact that the severity of the reactions 
was in proportion to the dose of mapharsen administered may be cited 
as additional evidence incriminating the drug. Final proof is the fact 
that the reactions failed to appear after a test ingestion of sodium amytal 
and soluble barbital U. S. P. (drugs which the patient had been taking 
frequently and which are known to produce fixed eruptions *) and also 


6. (a) Wise, F., and Parkhurst, H. J.: Drug Eruptions from the Clinical 
Aspect with Special Reference to the Recent Medicaments, Arch. Dermat. & 
Syph. 6:542 (Nov.) 1922. (b) Goldenberg, H., and Rosen, I.: Skin Manifesta- 
tions Seen in a General Hospital, ibid. 14:693 (Dec.) 1926. (c) Fowlkes, R. W.: 
Drug Eruptions, Virginia M. Monthly 55:28 (April) 1928. (d) Loveman, A. B.: 
Experimental Aspect of Fixed Eruptions Due to Allurate, a Compound of Allonal, 
J. A. M. A. 102:97 (Jan. 13) 1934. (e¢) Meredith, F. L.: Reactions to Certain 
Barbital Derivatives, ibid. 102:2099 (June 23) 1934. (f) Ormsby, O. S.: A 
Practical Treatise on Diseases of the Skin, Philadelphia, Lea & Febiger, 1934, 
p. 180. (g) Abramowitz and Noun.? 
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alter a subcutaneous injection of morphine sulfate with atropine sulfate. 
The latter two drugs administered fifteen minutes before an injection 
of mapharsen seemed to diminish the reactions. 

The reaction elicited by neoarsphenamine in this case was in many 
respects different from that produced by the mapharsen. It is particularly 
noteworthy that the fixed effect of localized pain in the upper jaw was 
absent after the exposure to neoarsphenamine. However, the fact 
that the patient’s skin was hypersensitive both to neoarsphenamine and 
to mapharsen was apparent. The possible relationship between the 
hypersensitivities to these two arsenicals as well as the possible causes 
of the differences in the cutaneous responses to the two drugs cannot 
be decided on the basis of the evidence presented. Nevertheless, the - 
possibility of group reaction to both arsenicals must be borne in mind, 
even though the forms of reaction were somewhat different. 

It is not certain whether the reaction to neoarsphenamine was of 
the purely fixed type or of a type which might lead to a more serious 
form of dermatitis on further exposure to this drug. For this reason 
it might be unwise to administer further treatment with neoarsphen- 
amine. On the other hand, the cutaneous reaction to mapharsen was 
of fixed type and permitted the conclusion that further administration 
of mapharsen would be followed by reactions inclined to be more 
disagreeable than serious. For this reason careful administration of 
progressively larger doses of mapharsen does not seemeto be contra- 
indicated in this case. 

The previous pyorrhea may account for the localization of the 
pain to the upper jaw. Naegeli*® observed fixed exanthems at the site 
of insect bites, of a healed zoster and of a previous cellulitis. Schrei- 
ber * reported the appearance of such lesions at the site of old cicatrices 
from burns. 


SUMMARY 
A case of fixed eruption with an extracutaneous manifestation: due 
to mapharsen is reported. The eruption, which was of the erythematous 
type, appeared five to ten minutes after an injection and disappeared 
within three days, leaving no pigmentation. The extracutaneous effect 
consisted of severe, sharp pain in the upper jaw that appeared ten to 
twenty seconds after an injection and lasted five to ten minutes. Both 
effects recurred in identical manner after each of six injections of 
mapharsen in doses of 10 to 20 mg. No other ill effects occurred. 
The patient was known to have intolerance to neoarsphenamine. An 
intravenous injection of 0.1 Gm. of this drug produced a different 
reaction, including some systemic disturbance and a scaly (eczematous) 


7. Schreiber: Fixes Wismutexanthem, Dermat. Wchnschr. 93:1642 (Oct. 17) 
1931, 
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dermatosis in the “fixed” areas and other parts of the cutaneous sur 
face. The eruption disappeared after ten days, leaving no pigmenta 
tion. The pain in the jaw did not appear in this reaction. 

Patch and intradermal tests with mapharsen and neoarsphenamine 
gave negative results in both the normal and the previously affected 


skin. 
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ERYTHEMA ANNULARE RHEUMATICUM 
(LEHNDORFF-LEINER) 


REPORT OF A CASE 


ERICH URBACH, M.D. 
AND 
ADOLPH BLEIER, M.D. 


PHILADELPHIA 


Cutaneous manifestations of rheumatic genesis have been known for 


many years. They have been brought to attention especially by internists 


and pediatricians, who have reported on the various ways in which 
the skin reacts to the infection of rheumatism and to the defense against 
it. In the field of dermatology only Keil’ has during the last year 
directed due attention to the relation between the skin and internal 
medicine. Dermatologic textbooks mention, in discussion of erythema 
multiforme, erythema nodosum, formations of cutaneous and subcuta- 
neous nodules and purpura, the possibility of a rheumatic genesis and 
the fact that in rheumatism the Libman-Sachs syndrome may occur 
in addition to the aforementioned dermatoses. But there is an almost 
complete absence of a closer differentiation of the most important group, 
that of erythemas. Keil classified rheumatic erythema as (1) the 
simple papular form and (2) the ringed form, of which there are two 
kinds, erythema marginatum rheumaticum and flat annular erythema. 
The present study is concerned with the last-mentioned form. 

In 1922 Lehndorff and Leiner? described a dermatosis in children 
that they regarded as typical when there was a cardiac condition in a 
patient with acute rheumatism. It is true * that this picture had appar- 
ently been described in the older French literature by Besnier,‘ Rayer * 

From the Skin Department of the Jewish Hospital, service of Dr. Erich 
Urbach. 

1. Keil, H.: The Rheumatic Erythemas: A Critical Survey, Ann. Int. Med. 
11:2223, 1938; The Rheumatic Subcutaneous Nodules and Simulating Lesions, 
Medicine 17:261, 1938. 

2. Lehndorff, H., and Leiner, C.: Erythema annulare, ein typisches Exanthem 
bei Endokarditis, Ztschr. f. Kinderh. 32:46, 1922. 

3. Grenet, H.: Erythéme rhumatismal (erythéme marginé en plaques discoides 
de Besnier ; érythéme annulaire de Lehndorff et Leiner), Bull. et mém. Soc. méd. 
d. hop. de Paris 52:1117, 1936. 

4. Besnier, cited by Grenet.? 

5. Rayer, P. F. O.: Traité théorique et pratique des maladies de la peau, 
ed. 2, Paris, J. B. Bailliére, 1835. 
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and Cheadle * under the name erythéme marginé en plaque discoides. 
but Lehndorff and Leiner studied the dermatosis thoroughly and clarified 
its pathogenesis and prognosis. 

While only Keil seemed to be acquainted with rheumatic annular 
erythema from the dermatologic standpoint, there are some good English 
articles’ concerning it, which, however, do not contain any new 


information. 

According to the exposition of Lehndorff,* the cutaneous mani- 
festations are characterized by paleness, delicacy, a transitory nature 
and absence of local subjective symptoms. This may be the reason why 
the dermatosis is not well known. (Lehndorff estimated that 10 per 
cent of all children with rheumatic fever show it.) The first efflores- 
cences are pale red or pale livid half-circles or rings, at most 1 to 3 mm. 
broad, which become more distinct if the patient is allowed to remain 
uncovered for a while. Almost always they appear first on the trunk 
(chest and abdomen) and then on the lateral parts of the thorax and 
on the back. On the extremities the lesions appear less frequently, 
avoiding the extensor surfaces (in contradistinction to erythema multi- 
forme) and appearing on the inner surfaces of the thighs. The hands 
and feet always remain free. In the succeeding hours and days the 
rings and circles become more numerous and larger and through con- 
fluence form polycyclic figures. The lesions are never papular but are 
on the level of the skin. The eruption is characterized by negative 
signs ; there is never any itching, edema, hemorrhage or swelling of the 
follicles. The lesions disappear without scaling or pigmentation. The 
eruption usually lasts two to three days. At times it appears only once 
in the course of the rheumatic condition, and at times it recurs with 
each attack. The mucous membranes are never involved. 

Histologic examination (Carol and van Krieken®) shows acute 
inflammation, with polymorphonuclear leukocytes in the papillary and 
subpapillary layers, in part, with distinct perivascular arrangement along 


6. Cheadle, W. B.: The Various Manifestations of the Rheumatic State as 
Exemplified in Childhood and Early Life, London, Smith, Elder & Co., 1889. 

7. (a) Abt, A. F.: Erythema Annulare Rheumaticum, Am. J. M. Sc. 190: 
824, 1935. (b) Perry, E. B.: Erythema Marginatum (Rheumaticum), Arch. Dis. 
Childhood 12:233, 1937. (c) Wallgren, A.: Studies on Erythema Annulare Rheu- 
maticum, Acta pediat. 17:447, 1935. 

8. Lehndorff, H.: (a) Erythema annulare rheumaticum, Wien. med. Wchnschr. 
80: 1449, 1930; (b) Die Erythemkrankheiten im Kindesalter, in von Pfaundler, M., 
and Schlossmann, A.: Handbuch der Kinderheilkunde, Leipzig, F. C. W. Vogel, 
1935, vol. 10, p. 584. 

9. Carol, W. L. L., and van Krieken, J. A.: Zur Histopathlogie des Erythema 
annulare von Lehndorff und Leiner, Acta pediat. 17:372, 1935. 
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he dilated vessels. The eruption occurs usually in children. However, 
it may eccur, though rarely, in young adults (Lehn‘orff * and Keil*). 

This form of annular erythema is characteristic of “rheumatic 
infection.” (We wish to add that other forms of erythema annulare 
are known to dermatologists, which, however, are differentiated from 
the aforementioned type of differences in course and by the absence of 
any connection with cardiac manifestations.) Erythema as described 
by Lehndorff and Leiner is never observed with malignant, septic or 
ulcerative endocarditis or with the endocarditides that appear in the wake 
of various infectious diseases. As Lehndorff especially has pointed out, 
it apparently never appears with the “rheumatoid” articular conditions 
that occur as sequelae of such diseases as scarlet fever and sepsis. 
Finally, erythema annulare has no relation to the polymorphous erup- 
tions of exudative, urticarial and purpura-like conditions described in 
connection with rheumatism. 

Erythema as described by Lehndorff and Leiner is a manifestation 
of rheumatic infection and usually of that stage in which endocarditis 
is demonstrable or in which certain general symptoms, such as anemia, 
irritative cough and dyspnea, point to disease of a valve. 

The diagnostic significance of annular erythema has been considered 
of great importance by such authors as Lehndorff,* Leichtentritt,?° 
Keil,t Abt ** and Schmidek.** We also, in the course of years and on 


the basis of 4 cases, have become convinced that one who can recognize 
the eruption can diagnose the presence of rheumatic heart disease 
on the mere appearance of the cutaneous lesion. The characteristic erup- 
tion has the same importance as do the nodules of rheumatismus 
nodosus, with which it is sometimes '* associated (as in 2 of our own 


cases ). 

Views as to the prognosis of the condition are divided. Lehndorff, 
Knoepfelmacher and others, at least in their first communications, 
considered the prognosis unfavorable, in the sense that the process slowly 
leads to damage of the circulation, cardiac insufficiency and finally death. 
Other authors, such as Leichtenstritt, have been more optimistic. 

Few opinions have been expressed up to the present concerning the 
pathogenesis. We are of the opinion that three possible origins are to 
be considered : metastatic-bacterial, toxic and allergic. 

It is true that Reitter and Lowenstein ** have reported from the 
Knoepfelmacher clinic in Vienna that they could cultivate tubercle 


10. Leichtentritt, B.: Die rheumatische Infektion im Kindesalter, Ergebn. d. 
inn. Med. u. Kinderh. 37:62, 1930. 

11. Schmidek, B.: Ein Fall von Erythema annulare, Med. Klin. 32:1048, 1936. 

12. Lehndorff.8@ Perry.7> 

13. Reitter, C., and Loéwenstein, E.: Ueber den pathogenetischen Zusam- 
menhang des akuten Gelenksrheumatismus mit der Tuberkelbazillamie, Wien. klin. 
Wchnschr. 45:293, 1932. 
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bacilli from the blood of children with erythema annulare, but, as is 


known, the observations of Lowenstein are not generally accepted. 
The transitory nature and the often month long uninterrupted relapses 


Fig. 1—Type of distribution of the lesions in erythema annulare rheumaticum 
(Lehndorff-Leiner ) 


Fig. 2.—Detail of the annular configuration. 


are not in accord with a bacterial genesis of the erythema. Nor do 
toxic conditions last so long as a rule, and they do not have the transitory 
character of the eruption in question. We, on the contrary, adhere 
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rather to the supposition ** that a cutaneous allergy is likely to be the 
basis of the condition. In favor of this opinion are not only the 
ephemeral nature of the cutaneous lesions but the fact that our patient 
showed an excessive hypersensitivity to Witte’s peptone, such as, in our 
experience, is fourid only in patients with cutaneous allergy. 


REPORT OF CASE 


H. W., at the age of 7 years, had an attack of grip, followed by decided articular 
swellings and high fever. A disseminated ephemeral eruption of bizarre form then 
appeared. In addition, there appeared over almost all the joints and the scalp 
painful millet seed-sized to bean-sized nodules, which were freely movable on 
the underlying tissues. Over the heart was heard a loud, rough systolic murmur, 
loudest at the base, and an accentuated second pulmonic sound. The pain and 
swelling of the joints disappeared in three months. Subsequently the patient 
presented the same manifestations and was hospitalized three times. In the last 
few years the pains in the joints have been less frequent and milder, but the 
erythema has always recurred. Some weeks before the last admission the patient 
had severe angina, at which time severe pains in the joints again appeared. For 
this reason the tonsils were removed. After the operation there was a recurrence 
of the exanthem. At the same time the so-called rheumatic nodules again appeared. 
They were freely movable, painful and about the size of beans and appeared 
especially over the affected joints and on the scalp. The exanthem was formed 
partly of circles and partly of open rings (figs. 1 and 2), which were a delicate 
bluish gray. Worthy of notice is the transitory course, the cutaneous mani- 
festations after four hours having either disappeared or assumed new forms 
by confluence. 

Physical examination showed a distinct systolic murmur, loudest at Erb’s point, 
and an accentuated secondary pulmonic sound. A roentgenogram showed an 
enlargement of the left ventricle, which is a sign of a compensated mitral 
insufficiency. Morphologic examination of the blood showed a distinct shift 
to the left, with a slight lymphocytosis, the lymphocytes being increased con- 
siderably in 

Differential Count 
Erythrocyte: 4,660,000 per cu. mm. Segmented neutrophils............. 48 per cent 
Hemoglobin (Sahli) 79 per cent Stab neutrophils 16 per cent 


Cer ads oes sss ss 0.6 Monocytes 4 per cent 
Fg ae ren 4,900 per cu. mm. Lymphocytes (especially large) ....32 per cent 


The sedimentation time of the blood was decidedly increased (23 mm., Westergren). 
The urinalysis gave normal results. During the stay in the hospital new foci of 
erythema appeared almost every day. The patient complained of severe pains in the 
joints and showed signs of an infection, in the form of exhaustion and pyrexia. 

Treatment for the eruption had not been previously undertaken, principally 
because of the fact, no doubt, that the condition had never been treated by derma- 
tologists but always by pediatricians, who naturally turned their attention to 
the internal manifestations. We tried to excite the formation of so-called 


14. Bindschedler, J. J.: Erythema annulaire rheumatismal de Lehndorff et 
Leiner chez un garconnet, Bull. Soc. franc. de dermat. et syph. 43:856, 1936. 
Wallgren.7¢ 
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metaspecific antibodies (according to Urbach) 15 by fever treatment with pyrife: 
(a nonspecific protein mixture prepared from extracts of fever-producing bacteria 
of nonpathogenic stocks). Actually the patient during and after the fever was 
free of cutaneous and articular manifestations. It was further noticed that 
the fever was remarkably well borne in spite of the existing endocarditis. Some 
days later, however, new lesions of erythema appeared. We then sought to 
induce the formation of metaspecific cutaneous antibodies by means of ultraviolet 
rays. Under this treatment the cutaneous lesions changed. On the appearance 
of erythema from the ultraviolet irradiation the lesions became urticarial instead 
of remaining at the level of the skin as before, and the patient complained of 
severe itching in the areas affected. Some hours later the dermatitis on the skin 
subjected to irradiation disappeared, and it stayed away for some days, the 
remainder of the body presenting annular foci of erythema. Because of this 
fact we gave systematic ultraviolet irradiation, the patient being thoroughly 
irradiated on several occasions. 

It is perhaps interesting that a morphologic examination of the blood carried 
out at the end of treatment showed an essentially different result from the afore- 
mentioned one. 

Leukocytes 7,600 per cu. mm. 
Segmented neutrophils 58 per cent 
Stab neutrophils (considerably fewer) 6 per cent 


Monocytes 4 per cent 
Lymphocytes (many smaller forms than in the previous count).... 28 per cent 


Whether the result of this metaspecific therapy will be permanent 
no one can say. The result is perhaps worthy of attention in view of 
the resistance of the condition to other forms of therapy. 


SUMMARY AND CONCLUSIONS 


Attention is directed to a disease picture of a rheumatic infectious 
genesis not well known in the dermatologic literature, the so-called 
erythema annulare rheumaticum of Lehndorff-Leiner. 

We report a case in which the disease had an interrupted course 
for twelve years and was associated with subcutaneous nodules. It is 
one of the few cases in which such a condition has been observed in 
an adult. 

Metaspecific treatment was tried by means of ultraviolet irradiation, 
in order to increase the cutaneous antibodies, which led to the result 
that the patient has remained free of the manifestations for a certain 
time. The etiopathology cannot be decided with certainty, but the 
transitory character of the eruptions and the high grade of: cutaneous 
hypersensitivity to Witte’s peptone are in accord with the fact that the 
cause of the disease is allergic and bacterial. 


15. Urbach, E.: Klinik und Therapie der allergischen Krankheiten, Vienna, 
Wilhelm Maudrich, 1935. 
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In spite of the voluminous literature on pruritus ani, the subject 
remains but little understood. It has not yet been determined whether 
it is a symptom or a disease entity. Many observers believe that local 
lesions, such as polyps, hemorrhoids, fissures, fistulas, hypertrophied 
papillae, infected crypts of Morgagni and infected anal ducts, are impor- 
tant causative factors. Ault? emphasized the etiologic importance of 
infection which originates in the anal ducts and in the crypts of 
Morgagni. On the other hand, Tucker and Hellwig? stated the belief 
that pruritus ani is caused by a chemical dermatitis. The latter is said 
to be due to the passage of feces containing an excess of hydrocarbons, 
such as skatole. 

Local dermatologic conditions, such as neurodermatitis, psoriasis, 
eczema, seborrheic dermatitis, bacterial and fungous infections and 
dermatitis medicamentosa, may cause pruritus ani. Systemic diseases, 
such as diabetes mellitus and hepatic, renal and gastrointestinal diseases 
and dysfunctions, may produce pruritus ani in certain persons. Pruritus 
ani may also be brought about by disease of the genital organs and of 
the lower part of the urinary tract.* Intestinal parasites, especially 
Oxyuris vermicularis, may produce pruritus ani in children and in 
adults. Psychoneurosis and allergy, although their roles are little under- 


stood, are often incriminated. 


From the Division of Proctology, Department of Surgery (Ernest K. Tanner, 
Director), The Brooklyn Hospital. 

1. Ault, G. W.: Recent Advances in Proctology, M. Ann. District of 
Columbia 6:29-38 (Feb.) 1937. 

2. Tucker, C. C., and Hellwig, C. A.: Pruritus Ani, Arch. Surg. 34:929- 
938 (May) 1937. 

3. Turell, R., and Marino, A. W. M.: The Intestinal Phase in Urologic 
Disease, J. Urol. 42:197-203 (Aug.) 1939. 
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There also is the so-called essential or idiopathic type, which is no 
less frequently encountered than in former years.* Patients with this 
type should be given the benefit of exhaustive investigation by a proctol 
ogist, a dermatologist, an internist and a psychiatrist; the services of a 
urologist and a gynecologist also are at times essential. 

Investigators who believe that anorectal disease is the principal cause 
of pruritus ani advocate the eradication of all lesions as the first step in 
therapy. This therapeutic approach will probably cure or relieve the 
condition in many cases, but it fails in a certain number. The good 
results are often of short duration. In the cases of recurrent pruritus 
ani following proctologic operations, it is likely that the local lesions 
have been incompletely removed. We believe that concomitant anorectal 
lesions, regardless of their etiologic importance in pruritus, should be 
eliminated in all cases of pruritus ani. This applies especially to the 
eradication of any neoplastic disease, such as polyps, and of inflamma- 
tory lesions, such as fistulas, infected crypts of Morgagni and infected 
anal ducts. This policy is equally applicable to dermatologic lesions and 
systemic diseases. However, when pruritus ani persists despite these 
measures, treatment should be directed to the pruritus alone. 

An appraisal of the value of the therapy of pruritus ani should take 
into consideration the fact that over two hundred different forms of 
treatment have been proposed.*® A critical attitude, therefore, toward a 
newly proposed form of treatment is justified. Nevertheless, the dis- 
tressing character of the lesion warrants the trial of new procedures. It 
is with such an attitude that we approached the investigation of the 
treatment of pruritus ani by tattooing with mercury sulfide. This 
method is not new in cutaneous therapeutics. Cattani,” a Swiss 
dermatologist, long ago suggested the employment of tattooing with 
mercury sulfide for the treatment of localized chronic cutaneous lesions. 
He based his recommendation on the knowledge that syphilitic cutaneous 
lesions were never observed in the areas tattooed with mercury sulfide 
(cinnabar). It is of further interest to note that Carton* in 1909 
described the therapeutic use of tattooing by the natives of North Africa 
for a variety of lesions, including neuralgias. 


4. Turell, R., in discussion on Sulzberger, M. B.: The Effect of Tattooing 
with Mercury Sulfide Cinnabar on Pruritus Ani, Arch. Dermat. & Syph. 40: 
493 (Sept.) 1939. 

5. Simmons, N. J.: Pruritus Ani: New Treatment, Am. J. Digest. Dis. & 
Nutrition 2:53-55 (March) 1935. 

6. Hollander, E.: Treatment of Pruritus Ani by Tattoo with Mercuric Sulfide, 
Arch. Dermat. & Syph. 38:337-339 (Sept.) 1938. 

7. Cattani, P.: Das Tatauieren: Eine monographisch Darstellung vom psy- 
chologischen, ethnologischen, medizinischen, gerichtlich-medizinischen, biologischen, 
histologischen und therapeutischen Standpunkt aus, Basel, Benno Schwabe & Co., 
1922. 

8. Carton, cited by Cattani.? 
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TECHNIC 

The armamentarium consists of an electric tattooing machine (3,000 vibrations 
ner minute) with needle handles containing six to twenty needles in a single row 
ind protruding 2 to 3 mm. The present day machines are still too crude and 
need improvement. From 8 to 15 volts is required, depending on the tension 
of the spring. A technical knowledge of the component parts of the machine, 
such as the terminals, the switchboard, the footswitch and the rheostat, is essential. 
The machine and the needles should be sterilized by formaldehyde vapor. 

A paste of mercury sulfide in sterile distilled water is used. Infiltration 
anesthesia with 0.5 to 1 per cent procaine hydrochloride is preferred. In order 
to evaluate critically the results of this form of therapy, we decided not to employ 
any other type of anesthetic, particularly the oil-soluble ones which are frequently 
employed for the relief of pruritus ani. The perianal skin is prepared as for any 
anorectal procedure. 

Considerable practice is required to master the technic. The handle of the 
machine should be held at an acute angle to the skin, and it is advanced slowly, 
with an even stroke. The skin should be held taut to facilitate the penetration 
of the needles and the mercury sulfide into the corium. Tattooing in the average 
case is completed in forty to sixty minutes. However, when deep folds are present 
the procedure is better carried out in two sittings. At times it is impossible to 
avoid missing small areas. These can be dealt with at a subsequent time, if 
necessary. The perianal skin in some cases is extremely thin and cracks easily 
when held taunt. To deposit mercury sulfide in such skin is extremely difficult. 
After the completion of the treatment, the tattooed area is covered with phenolized 
petrolatum. Edema and tenderness may persist for about twenty-four to forty-eight 
hours. To relieve the edema and tenderness applications of witch hazel and 
hot hip baths are soothing. 

RESULTS 

After a fairly extensive review of the literature, no references were 
found to reports of systemic manifestations of the toxicity resulting 
from the intracutaneous deposit of mercury sulfide in normal skins by 
tattooing. Cutaneous reactions to mercury following tattooing have 
been observed, however. Ballin® reported on the delayed cutaneous 
hypersensitivity to mercury. His patient exhibited cutaneous manifesta- 
tions two years after the tattooing. Another interesting feature in his 
case was the fact that the patient reacted positively to patch tests 
with a 2 per cent ammoniated mercury ointment and with a 1: 1,000 
solution of mercury bichloride but failed to react to the patch and scratch 
tests made with mercury sulfide. 


There appears to be no reported study on the toxicity resulting 
from the tattooing of pathologic skin with mercury sulfide. Total 
hematuria and transient albuminuria occurred in our case 7A six days 
after the posterior half of the perianal circumference was tattooed with 
mercury sulfide. A routine urinalysis made prior to treatment showed 
no abnormalities in this case. To date we have failed to observe 


9. Ballin, D. B.: Cutaneous Hypersensitivity to Mercury from Tattooing: 
Report of a Case, Arch. Dermat. & Syph. 27:292-294 (Feb.) 1933. 
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cutaneous sensitivity, with the possible exception of 2 instances in 
which a slight degree of transient scaly dermatitis occurred. This 
fact notwithstanding, utmost care should be exercised, since mercury 
sulfide under ordinary circumstances has been found to be moderately 
toxic.*® It is known that metallic mercury and mercury compounds are 
absorbed readily from all surfaces. The occurrence of mercury poison- 
ing is dependent on the depth of the deposit in the skin and on the 
quantity of the drug used. It should be remembered that in tattooing 
for the treatment of pruritus ani a large quantity of mercury sulfide is 
deposited in pathologic skin covering an area of about 50 sq. cm. 

The possibility of mercury poisoning is increased when subcutaneous 
deposits of mercury sulfide are made. Neal*™ stated: “It is the con- 
sensus of medical opinion that any mercury compound brought into 
contact with the subcutaneous tissues will undergo a chemical change 
with the formation of a mercury proteinate, and in this way it will be 
gradually absorbed.” Subcutaneous deposits may occur when the thin 
perianal skin cracks while being held taut. 

A peculiar sensation in the perianal region which none of the patients 
was able to describe developed in 5 instances about two weeks after 
the completion of the treatment. 

This paper is based on the study of 22 patients, 14 of whom were 
treated and followed at the Brooklyn Hospital. We have employed 


the procedure of tattooing with mercury sulfide in the treatment of 
patients with refractory pruritus ani for a number of years, as shown 
by the illustrative case reports. 


REPORT OF CASES 


Case 3.—H. F., a 31 year old automobile mechanic, had had pruritus ani for 
many years. His history included a neurectomy performed on May 16, 1932, 
according to the technic of Charles Ball; subcutaneous injection of alcohol and 
benacol (a proprietary local anesthetic said to contain paraaminobenzoyl ethanol 
benzoate and phenmethylol) in 1935 and a rectal operation performed in 1936. 


Case 6.—C. C., a 53 year old man, an employee at another hospital, had had 
severe pruritus ani for over five years. Because of extensive involvement, the right 
half of the perianal circumference was first tattooed. Two days later the pruritus 
of the untreated parts was so severe that one of the attending surgeons referred 
him to one of us (A. W. M. M.) for immediate attention. An _ oil-soluble 
anesthetic was injected subcutaneously, with instant relief. Six weeks later there 
was a return of the pruritus, which necessitated more treatment. The left side was 
then tattooed with mercury sulfide. 


Case 8.—M. W., a 50 year old housewife, had had pruritus ani for seven years. 
The right side of the perianal circumference was subject to more itching than the 


10. Neal, P. A.: Personal communication to the authors, Jan. 11, 1939. 
11. Neal, P. A.: Personal communication to the authors, May 5, 1939. 
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The past history included syphilis, which was adequately treated, and a rectal 
eration performed on May 4, 1938, when infected crypts of Morgagni were 
removed. 


Case 10.—W. R., a 36 year old salesman, had psoriasis over the elbow joints and 
pruritus ani for twenty years. A rectal operation had been performed in 1925. 
[he family history revealed that his father, his sister, two brothers and a nephew 
had pruritus ani. Most of them lived in different parts of the country. The left 
perianal circumference was tattooed with mercury sulfide, while on the right side 
another mercurial chemical was employed. 


CAsE 14.—M. A., a 44 year old housewife, had had pruritus ani for over seventeen 
years. There was psoriasis on other parts of the body and possibly over the 
anterior aspect of perianal region. 


Case 2A.12—F. F., a 29 year old housewife, had had pruritus ani for nine 
years. The past history included a rectal operation performed in 1935 and a sub- 
cutaneous injection of alcohol in 1937. Suicidal tendencies were most manifest. 


Case 7A.—A. P., a 66 year old retired man, had had pruritus ani for over fifteen 
years. He had had a rectal operation in 1931 and another in 1937. Examination 
revealed a weeping and macerated perianal skin with numerous fissures extending to 
the scrotum and over the buttocks and a wide area posteriorly. 


Case 4A.—S. R., a 26 year old accountant, had had pruritus ani for eight years. 
He was treated with the tattoo machine without medication. Twenty-two days 
later he was tattooed with mercury sulfide for recurrent pruritus, and he has had 
relief to the time of writing. 


CAsE 9.—B. S., a 28 year old barber, had had pruritus ani for over six years. 
He also required tattooing with mercury sulfide within three weeks after tattooing 
without the use of the chemical. 


Case 5.—A. F., a 44 year old housewife, had had pruritus ani for over five 
years. The right half of the perianal area was tattooed with mercury sulfide. She 
was free from pruritus for one month, but then itching again developed in the 
untreated area. The left half of the perianal circumference was then treated like 
the right one but without the use of mercury sulfide. However, the patient 
received the impression that the sides were treated alike. Except for periods of 
pruritus of five minutes’ duration the day before the onset and the day after the 
cessation of the menses, she continued to be free from itching. 


COMMENT 


The results obtained from this treatment have been so satisfactory 
as to justify its continuation. A prolonged follow-up period will be 
necessary for the final evaluation of the method. A correct appraisal 
of the result that is to be expected in an individual case can be made 
usually within a short time after the completion of the treatment. One 
of us (R. T.) has followed 2 private patients for over nine months. 
Our clinic patients have been followed for seven months. In case 3 


12. Cases identified by number and letter are those of Dr. Turell’s private 
patients. 
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there was a definite recurrence of pruritus of four days’ duration, bu: 
it disappeared spontaneously. The patient was tattooed on Feb, 2 
1939. The recurrence was noted on May 13, 1939, fourteen weeks later 
In all fairness to the method of treatment, it should be added that the 
perineum and perianal region of this patient, an automobile mechanic, 
was constantly irritated by oil-laden clothes. However, the freedom 
from pruritus even for a short period of time was considered distinctly 
worth while by the patient. In case 6 a localized sensation was noted 
two weeks after the left half of the perianal region was tattooed with 
mercury sulfide. A sensation in the perianal skin, which none of the 
patients described precisely but which was definitely unlike the character 
of the original pruritus, occurred in 4 other patients, in most of them 
within two weeks after completion of treatment. In case 3, this even- 
tuated in transient pruritus within fourteen weeks. In case 1A the 
sensation disappeared completely about a month after its appearance. 

The modus operandi of this form of treatment is unknown. The 
mercury may have either an antiseptic action or a chemical effect on 
the cutaneous nerve supply. It is possible that the combined chemical 
and mechanical effects are essential. To determine whether the drug 
was necessary or not, 4 patients were treated with the tattoo machine 
but without the use of mercury sulfide. Relief from pruritus was 
obtained for a very short time. In all cases the recurrent pruritus dis- 
appeared after the tattooing with mercury sulfide. Cases 4A and 9 
illustrate the insufficiency and the ineffectiveness of the mechanical 
excitations produced by the tattooing machine alone. 

It is also possible that the psychic element in some cases is as impor- 
tant as the physical and chemical aspects. The role of the power of 
suggestion is illustrated by the experience with case 5. It is of interest 
to note that Carton * could not tell whether tattooing had a direct thera- 
peutic or psychic effect. The association of tattooing therapy with 
neural lesions and the possible psychic effects of this treatment on the 
uncivilized natives of North Africa have more than passing significance. 


SUMMARY AND CONCLUSIONS 

A critical analysis of the treatment of pruritus ani in 22 cases by 
tattooing with mercury sulfide is presented. This form of treatment 
has been tried in instances of refractory pruritus ani with satisfactory 
results. Old and established modes of therapy are adequate and should 
not be discarded until the rationale and the safety of this newer pro- 
cedure is established. A less enthusiastic but a more critical attitude is 
still in order. 


85 Eastern Parkway. 
142 Joralemon Street. 
80 Hanson Place. 





NATURAL COLOR PHOTOGRAPHY OF THE SKIN 


A NEW APPARATUS FOR PROPER ILLUMINATION 


ARTHUR E. SCHILLER, M.D. 


DETROIT 


In the recording and teaching of dermatology, photographs and 
lantern slides have always played a large part. The one drawback has 


always been that the delineation had to be in shades of gray instead of 


the natural color of the skin, whereas differentiation of diseases of the 
skin often depends not only on configuration but on differences in color. 
It is true that hand-colored photographs and lantern slides have at times 
been presented and that in recent years actual color photographs have 
been made, by the separation method, but this has represented a large 
degree of technical skill and a somewhat prohibitive cost. 

With the introduction of kodachrome and dufay color film and its 
adaptation to the small camera, the factors of both cost and technicai 
skill rapidly became less material. The difficulties in obtaining true color 
rendition have been in a measure solved by the manufacture of films 
that can be used in daylight or in artificial light, with the use either of 
filters or of the proper film for the illumination present. 

Artificial light, because of its uniformity, has proved to be the best 
form of illumination for taking color pictures of diseases of the skin. 
The film for this type of light is balanced for the use of photoflood 
bulbs and has a comparatively high speed, allowing short exposures and 
small aperture lenses, with a considerable increase in depth of focus. 
Unfortunately the film does not have much latitude,.so that the exposure 
must be correct to within one stop of the lens. 

The prime necessity in color photography with artificial light is to 
have flat lighting; i. e., the subject must be equally lighted from both 
sides of the camera. In order to obtain this effect with a minimum 
amount of space and without the necessity of frequent adjustments of 
light and camera, I have made a modification of an often used principle 
and devised an apparatus which may be used either in the hand, for 
short exposures, or mounted on a tripod, for longer ones. It will give 
essentially flat lighting for all types of dermatologic color photography. 

The apparatus is made of an aluminum bar 10 inches (25 cm.) long, 
with a 5%» inch (0.4 cm.) hole in the center for ordinary cameras and an 
off-center hole for Leica cameras. At each end this bar bends upward 
3% inches (8.8 cm.) and over 334 inches (9.5 cm.) to clear the barrel 
of the lamps, and a swivel joint attaches an “L” 4 inches (10 cm.) long, 
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which turns down 4 inches (10 cm.). At the back of the “L’s” are 
mounted two heat-resisting sockets, each of which holds a General 
Electric R-2 photoflood bulb. The clear space at the rear of the photo- 
flood bulb is painted with reflecting aluminum paint. Both sockets are 
wired together to a 10 foot (3 meter) line for 110 volts, and there is a 
manually operated switch in the line. The entire device, with bulbs, is 
so balanced that it sets upright on a table, with or without the camera. 
The camera is attached in the proper position by a tripod screw. A 
leatherette-covered fiber case has also been devised which keeps the 
apparatus in position for instant use as removed from the case, with a 
compartment for such accessories as extra bulbs, films and flashlight 
bulbs. 

To operate, the camera is firmly attached to the apparatus, the lights 
are turned on and a reading is taken with the exposure meter, which 











3 


Apparatus for the proper lighting of the subject in the taking of colored 





photographs. 


Kodachrome Exposure Guide for Type A Artificial Light Film Using 
General Electric Self-Reflecting Photoflood Bulbs 








Distance of Lamps from 

Subject in Feet Opening 
3.5 
f4 
16.3 
£7.5 
{9 
fll 








should be, preferably, of the photoelectric type. Readings differ, how- 
ever, depending on the amount of light reflected from the part to be 
photographed. An average reading can be taken if a medium gray 
card is held against the patient, this being more accurate than taking 
multiple readings and dividing the results by the number of readings 
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aken. The accompanying exposure chart has been devised by the trial 
ind error method and is reasonably accurate. 

It is assumed that with all of these camera apertures, the shutter 
speed will be one twenty-fifth to one thirtieth of a second. For light- 
colored subjects, stop down one-half stop. For dark-colored subjects, 
open up one-half stop. 

It is to be remembered that photoflood lamps have a relatively short 
life and that after continued use the light value is lessened. Allowance 
in exposure must be made for this point. It is also important to 
remember that it takes the equivalent of one stop more for pictures of 
Negro skin than it does for white. Otherwise, underexposure will result. 

Needless to say, cameras must be accurately focused. Reflector types 
of cameras or those with ground glass backs may be focused directly on 
the ground glass with the aid of a magnifier and thus insure a sharp 
focus. Cameras that have automatic range finders usually focus any- 
where from 3 to 6 feet (0.9 to 1.8 meter), and it is necessary when 
focusing for close-ups either to have special adaptors or to use front 
lenses and tapes to measure the distance accurately and then depend on 


a table of distances for the result. 
The prime object of the apparatus here presented is to provide a 
handy, portable method of illumination for the taking of colored photo- 


graphs of cutaneous conditions. 


10 Peterboro Avenue. 





EFFECTIVE TREATMENT OF VARICOSE ULCERS 
OF THE LEG 


LUDWIG ISAAK, M.D. 
NEW YORK 


Varicose ulcers have long been considered one of the most trouble- 
some conditions confronting the general practitioner and to some extent 
even the specialist. The mass of literature on the subject, giving a 
variety of modes of treatment and technic as numerous as the publica- 
tions themselves, shows the difficulties which the physician has to face. 
One of the most comprehensive contributions to the subject has been 
made by Nobl,* whose monograph so completely covers the etiology and 
pathology of varicose ulcers that it does not come within the scope of 
this paper, which is devoted to practical suggestions for effective treat- 
ment, to discuss the matter in detail again. 

In order to clear up a varicose ulcer it is necessary (1) to eliminate 
the cause, (2) to stimulate the granulation of the ulcer and (3) to 
improve the circulation of the blood and the lymph. 

If the ulcer is not caused by thrombophlebitis, the varicose veins 
must first be obliterated by the injection method. In case of thrombo- 
phlebitis, however, the injection method should under no circumstances 
be employed as long as active inflammatory processes are present; and 
even after the thrombophlebitis has subsided, caution must be exercised, 
since the condition is apt to flare up again easily. Those varicose veins 
which surround the ulcer or are in its proximity should be sclerosed 
first in order to restore better blood circulation to the ulcer. The artifi- 
cial inflammation of the vein and occasionally of the surrounding tissue, 


caused by the obliteration of the vein, results in an increase of leukocytes 


in that tissue to the extent that they form a wall or a barrier around 


the ulcer. 
Regarding the stimulation of granulation tissue, the following technic 


has been used in our clinic for the last two years after having been 


After 


successfully tried in private practice for a number of years.’ 


From the Skin and Cancer Unit, New York Post-Graduate Medical School 


and Hospital, Columbia University. 
1. Nobl, G.: Der varikése Symptomenkomplex, Vienna, Urban & Schwarz- 


enberg, 1918. 
2. Isaak, L.: Feinsilber zur Ulcus-cruris-Therapie, Dermat. Wchnschr. 92: 


807, 1931. 
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wrotecting the surrounding skin by a thick layer of zinc oxide paste, the 
ulcer itself is covered with a few layers of thin genuine silver leaf, which 
is generally used by sign painters to paint silver letters on windows and 
which is available in three brands, an American, a German and a 
Japanese, of which we found the American to be the thickest and there- 
fore the best. They can be purchased in any paint store. The ulcer 
is then covered with a thick layer of cotton and bandaged tightly. The 
silver leaf treatment has a double effect, the air-tight occlusion of the 
ulcer forming a wet chamber, a treatment formerly accomplished by 
adhesive strappings or a cover of lead or zine foil,® and having also an 
apparent catalyzing effect. Fresh red and healthy granulations under 
the silver leaf appear quickly without having a tendency to decay. The 
oozing of the wound decreases remarkably, and the fetid odor of the 
ulcer rapidly disappears. Among the ulcers I treated at the clinic was 
a roentgen ray ulcer occurring on the hand. It did not clear up when 
treated with Aloe vera leaf, but responded quickly to the treatment with 
silver leaf. It is important to protect the surrounding tissue with zinc 
oxide paste, in order to prevent maceration of the skin by the secretion 
of the ulcer. The cotton which has been placed on the silver leaf is 
used to absorb the secretion. It is understood that the ulcer must be 
dressed again in three to eight days, according to individual needs. If 
there should be much secretion a burning pain will appear and a new 
dressing of the ulcer is indicated. The surrounding tissue is then washed 
with purified petroleum benzine, ether or olive oil. 

To restore blood circulation in the leg to a healthy state, one may 
apply zinc-gelatin bandages (Unna’s boot) from the toes up to the knee. 


Formerly the application of these bandages was rather troublesome and 


wearisome, but there are now available several types of such ready-made 
bandages manufactured in this country, which greatly facilitate the dress- 
ing, as they are ready to use after removal from their containers. The 
bandage must be applied tightly in this way: 

Elevate the leg for a few minutes; after local treatment of eczema cr ulcer 
and application of padding, especially underneath the knee, so that the bandage 
does not cut into flesh, and along the protruding tibia, a protecting gauze bandage 
or stockinette is first put on to prevent sticking of the bandage to the hair. 
Start bandaging on the lateral side of the foot just above the toes, and 
then proceed under the sole and around the inner side of the foot, so that 
the arch is lifted properly; repeat this turn once or twice, and then bring the 

3. Lang, M.: Die feuchte Kammer in der Behandlung der Hautulcerationen, 
besonders der varicésen Unterschenkelgeschwtire, Dermat. Wehnschr. 79:1436, 
1924. Duballen, M. F.: Traitement simple et efficace des ulcéres variqueux de 
la jambe, Bull. méd., Paris 27:316, 1910. Ledo, E.: Résultats du traitement des 
ulcéres variqueux par le plomb en lame, in Comptes rendus des séances publiés 
par le Dr. Svend Lomholt, Copenhagen, Engelsen & Schrdder, 1931, p. 835. 
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bandage up above the ankle in a figure of eight and repeat a few times as needed 
until the whole foot and the lower part of the leg are covered with the bandage. It 
is advisable to cut off the bandage now and again in order to get a more ever 
dressing, according to the configuration of the leg, without pulling the bandage 
unevenly. Apply the bandage so that one layer covers one half of the former 
layer and they both form a solid and uniform mass. Such a dressing can if 
necessary be worn for two or three months before removal. It is possible to treat 
the ulcer locally without removing the supporting dressing by cutting a window 
in the bandage. A water-tight rubber bath boot, now on the market, enables 
the patient to bathe and provides a water-proof protection for the zinc-gelatin 
bandage. 

Only when the surrounding tissue of an ulcer is covered by eczema- 
tous lesions which ooze severely is local treatment, consisting of dress- 





Varicose ulcers of the leg: A, before treatment; B, three weeks after treatment. 


ings wet with boric acid or painting with methylrosaniline (gentian 
violet) (2 per cent aqueous solution), needed. 

It is understood that the varicose ulcer, owing to its varying causation, 
shows remarkable differences in its process of healing, depending on 
whether the ulcer was caused by chronic congestion or by thrombophle- 
bitis or whether it is situated in pathologic tissue or in relatively normal 
skin. Often the small but deep crater-like ulcers usually found in highly 
inflamed, reddened and swollen skin which are caused by thrombophlebitis 
have shown a tendency to heal slowly. It was even found in some cases 
that such ulcers would not respond to several weeks of treatment and that 
sometimes during that period they would even enlarge somewhat in spite 
of injections into the varicose veins, until finally they suddenly started to 
heal. This was no doubt due to the fact that the inflammation at the root 
of the ulcer had been arrested. Flat ulcers surrounded by heavily damaged 
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eczematous and erythematous, or also by atrophic or callously hyper- 
trophic, tissue showing little edema and often covered by thick, hard 
crusts heal very slowly, while large deep ulcers caused by embolic 
occlusion of a vein and usually surrounded by relatively healthy tissue 
granulate quickly along the edges. One can observe these ulcers closing 
gradually under treatment, with granulation proceeding from day to day 
and covering a large area within a short time. It is amazing to see how 
an ulcer almost the size of the palm which previously failed to respond 
to every other therapy heals completely within a few weeks after sclerosis 
of the veins, treatment with silver leaf and bandaging while the patient is 
up and about. The photographs illustrate such a healing process. Seldom 
is a patient obliged to stay in bed even for a few days. There are of 
course ulcers which this combined treatment will not heal, and they are 
those which have been been active for decades and which circularly cover 
a large portion of the lower part of the leg. 

Thrombophlebitis of the leg can be treated successfully by local 
application of 10 per cent ichthammol-zinc paste and zinc-gelatin 
bandages without confining the patient to bed. In cases of this con- 
dition particularly, such a dressing should be worn for a long time. 

If varicose veins are hidden in edematous tissue, a zinc-gelatin 
bandage is employed to bring down the swelling, and when the varicose 
veins are visible again they can be treated in the usual manner. 


SUMMARY 
1. Varicose ulcers heal satisfactorily when treated with a combination 
[ obliteration of the veins, local treatment and compressive dressings. 


2. Silver leaf is an effective stimulant for the healing process. 


3. Ready made zinc oxide-gelatin bandages facilitate the application 


f the Unna’s boot. 


45 East Eighty-Fifth Street. 





DISSEMINATED LUPUS ERYTHEMATOSUS 
TREATED BY SULFANILAMIDE 


REPORT OF FOUR CASES 


ALFRED L. WEINER, M.D. 


CINCINNATI 


The syndrome known as disseminated lupus erythematosus has 
received increasing recognition in the recent literature. The cause of 
the disease remains unknown, and relatively little has been written con- 
cerning the treatment. It is the purpose of this paper to report some 
experiences with the use of sulfanilamide in the treatment of dis- 
seminated lupus erythematosus. 

There is no known effective therapy for the disease. Most cases 
reach a fatal termination in from several weeks or months to several 
years. Stokes * stated that he had never seen a patient with disseminate 
erythematous lupus survive for more than five years. It is difficult 
to prognosticate for a given case, but in general one can say that the 
prognosis is poorest in the exanthematous types and best in the less 
fulminating disseminate discoid variety. Most cases within the latter 
group are not fatal. Belote’s* recent classification of lupus erythema- 
tosus, while based on clinical rather than on pathologic or etiologic evi- 
dence, is worthy of emphasis. Here several varieties of the disseminate 
form, i. e., disseminate discoid, exanthematous (acute and subacute), 
the Libman-Sacks syndrome and the Senear-Usher syndrome, are 
recognized. The group of cases described by Osler* as erythema 
exudativum multiforme with visceral lesions is also included. This 
classification embraces within the concept of disseminated lupus 
erythematosus clinical examples of widely varying virulence and- type 
and serves to eliminate much confusion in the minds of internists and 
dermatologists alike. It is obvious that in the consideration of a given 
therapy for the disease, the recognition of these several types of varying 
clinical behavior is of primary importance. 


From the Department of Dermatology and Syphilology of the University of 
Cincinnati College of Medicine, Dr. Elmore B. Tauber, Director of Service. 

1. Stokes, J. H.: The Diagnosis of Disseminate Erythematous Lupus, M. 
Clin. North America 10:290 (Sept.) 1926. 

2. Belote, G. H.: Lupus Erythematosus Disseminatus: Its Present Status, 
Arch. Dermat. & Syph. 39:793 (May) 1939. 

3. Osler, W.: On the Visceral Complications of Erythema Exudativum 
Multiforme, Am. J. M. Sc. 110:629, 1895. 
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In the current popularity of sulfanilamide therapy and because of 
the virulent clinical nature of disseminate lupus erythematosus and its 


supposed relation to streptococci, treatment of the disease with sulfanil- 


mide was inevitable. Only a few reports have been published, although 
it is probable that at the time of writing the symptom complex has many 
times been treated with sulfanilamide. One of the cases described by 
Ingels* was an instance of the disseminate type and Wollenberg * 
(1 case), Anderson * (1 case), Abramowitz‘ (3 cases) and Sulzberger * 
(2 cases) reported improvement or cure of disseminated lupus erythema- 
tosus by sulfanilamide. Bloom® and Cornbleet,’® on the other hand, 
have had indifferent or poor results. In most of their cases, however, 
the lesions were of the fixed type. In the cases of Wollenberg and 
Anderson the condition was acute and virulent (exanthematous), 
whereas in those of Sulzberger it was classified as subacute disseminate 
discoid."! 

There is no agreement in regard to dosage of the drug for erythema- 
tous lupus, but most investigators have given small amounts except 
when the condition was of the fulminating type. Since sulfanilamide 
has been regarded as a photosensitizing agent, it seems paradoxic that 
apparent beneficial therapeutic effect has occurred in persons sensitive 
to light. This observation has excited comment by several observers.’* 
Sulzberger '* offered the explanation that since it was sometimes pos- 
sible to stimulate or depress (photosensitivity) with the same agent, 
sulfanilamide and other photosensitizing drugs used in treating lupus 

4. Ingels, A. E.: Lupus Erythematosus Treated with Sulfanilamide, Arch. 
Dermat. & Syph. 37:879 (May) 1938. 

5. Wollenberg, R. A. C.: Lupus Erythematosus Disseminatus, Arch. Dermat. 
& Syph. 38:295 (Aug.) 1938. 

6. Anderson, H. F.: Fulminating Acute Lupus Erythematosus Cured by 
Sulfanilamide, Arch. Dermat. & Syph. 38:621 (Oct.) 1938. 

7. Abramowitz, E. W., in discussion on Wise, F.: Discoid Lupus Erythemato- 
sus Undergoing Dissemination, Arch. Dermat. & Syph. 38:661 (Oct.) 1938. 

8. Sulzberger, M. B.: Lupus Erythematosus Treated with Sulfanilamide, 
Arch. Dermat. & Syph. 39:610 (March) 1939. 

9. Bloom, D., in discussion on Wise, F.: Discoid Lupus Erythematosus 
Undergoing Dissemination, Arch. Dermat. & Syph. 38:661 (Oct.) 1938. 

10. Cornbleet,:T., in discussion on Ebert, M. H., and Omens, D. V.: Lupus 
Erythematosus Disseminatus Subacutus, Arch. Dermat. & Syph. 39:372 (Feb.) 
1939, 

11. Sulzberger, M. B.: Personal communication to the author. 

12. Taussig, L. R., in discussion on Ingels.4 Peck, S. M., in discussion on 
Astrachan, G. D.: Lupus Erythematosus in a Patient with Lichen Planus, Arch. 
Dermat. & Syph. 37:1082 (June) 1938. 

13. Sulzberger, M. B., in discussion on Astrachan, G. D.: Lupus Erythematosus 
ina Patient with Lichen Planus, Arch. Dermat. & Syph. 37:1082 (June) 1938. 
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erythematosus might, under certain conditions, desensitize a person to 


light. The question has also arisen as to the wisdom of the use of a 
drug which may depress the bone marrow in a disease characterized 
by leukopenia. No ill effects in this regard have been observed in the 
cases here reported and, to my knowledge, none have been reported. It 
seems safe to assume therefore that the leukopenia of lupus erythema- 
tosus does not contraindicate the use of sulfanilamide. On the other 
hand, progressive leukopenia during the course of sulfanilamide therapy 
makes it advisable to discontinue the drug. 

This report and previous ones are subject to the common criticism 
that none of the cases has as yet been followed for a sufficiently long 
time. Furthermore, one must constantly bear in mind the natural 
course of erythematous lupus, particularly its tendency toward spon- 
taneous remission and exacerbation. It is with the fullest realization 
of these facts that the following cases are presented. 


REPORT OF CASES 


Case 1—Mrs. O. M., a white woman aged 36, was first seen in the Cincinnati 
General Hospital in July 1934. At this time she presented a clinical picture of 
discoid lupus erythematosus with discrete scaly lesions of seven years’ duration 
on the nose, cheeks, ears and arms. The diagnosis was confirmed by histologic 
examination of tissue from a lesion on the right arm. The general condition was 
good. The routine physical examination and roentgenograms of the chest showed 
no abnormalities. The patient was given palliative therapy and was not seen until 
three years later. 

Again there was a typical picture of discoid lupus erythematosus with lesions 
distributed as before. The patient was given sulfanilamide orally, 1 to 2 Gm. 
daily, and warned against exposure to the sun. She returned one week later with a 
generalized maculopapular rash and a story of chills, fever and arthralgia following 
ingestion of the drug. Sulfanilamide was discontinued and the reaction entirely 
subsided within a few days. The original lupus erythematosus lesions all but dis- 
appeared. The patient was acutely ill when seen two weeks later; she complained 
of fever, arthralgia and generalized eruption. A widespread erythema was present, 
with accentuation about the follicular orifices. The skin of the nose, cheeks, ears 
and neck was red, edematous and tender. There were edema and tenderness of 
the tips of the fingers and toes. There were petechial hemorrhages in many areas, 
particularly at the tips of the fingers. There was no history of undue exposure to 
the sun. Hitherto futile efforts to hospitalize this patient were now successful. 

The general physical examination was negative except for what was apparently 
a functional systolic cardiac murmur. The liver and spleen were not palpable. 
On admission the white blood cell count was 5,100, the red blood cell count 
2,900,000 and the hemoglobin content 12 Gm. The differential count was 53 per 
cent polymorphonuclear leukocytes, 2 per cent eosinophils, 41 per cent lympho- 
cytes and 4 per cent monocytes. The Kahn reaction of the blood was negative, 
and the urine was normal and contained no porphyrin. Cultures of the blood were 
sterile. Roentgenograms of the chest and of various joints showed no abnormalities. 
Renal function tests gave normal results. 
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The patient’s temperature was 99 F. on admission and rose to 100 F. daily 
during the first week. Small blood transfusions were administered every other day, 
and on the fifth day in the hospital administration of sulfanilamide, 3 Gm. daily, 
was begun. The temperature was normal forty-eight hours later and remained so 
during the next two weeks. The cutaneous lesions cleared. At this time, the 











SS soak aoe SE Se a ach 3 - =D a led 


Fig. 1 (case 1).—Patient on admission to the hospital in August 1937. 


drug was discontinued, and within a few days the temperature rose and assumed 
a definite septic character with daily peaks of 102 to 104 F. There was a flare-up 
of the cutaneous lesions, and symptoms and signs of pleurisy appeared. After a 
week, sulfanilamide was again administered, and within several days the temperature 
was normal. The eruption and pleurisy subsided. When on another occasion 
the drug was stopped there was a prompt rise in temperature. Again the adminis- 
tration of sulfanilamide was followed by a return of the temperature to normal. 
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The patient was observed during two and one-half months of hospitalization. 
For the first six weeks she was treated at intervals with sulfanilamide, approximately 
3 Gm. daily, the hemoconcentration reaching 13.5 mg. per hundred cubic centi- 
meters. The drug was not given during the last month of hospitalization, when 
supportive therapy and blood transfusions alone were administered. The temperature 
remained normal during the latter period, and pleurisy and the generalized eruption 
completely disappeared. The white blood cell count varied between 5,000 and 6,000 
without significant changes in the differential count. The anemia failed to respond 
to therapy with iron, liver or yeast, the red blood cells ranging from 2,500,000 
to 3,500,000, with 9 to 12 Gm. of hemoglobin. Except for the pleurisy, no frank 
evidence of visceral involvement was observed. When discharged from the hospital 
the patient felt well and had gained 8 pounds (3.5 Kg.). 


Fig. 2 (case 1).—Patient after treatment with sulfanilamide. 


She enjoyed excellent health until recently, when she was confined to bed 
at home with “flu.” This illness consisted of fever, malaise, pains in the joints 
and sore throat. There was no cutaneous eruption. The patient was not observed 
during this period but returned to the dispensary after recovery. At this time 
she did not appear ill, but there was a definite follicular erythema on the arms 
and hands. The patient stated that this eruption appeared on the preceding day 
after unusual exposure to the sun. The temperatures was 99 F., the white blood 
cell count was 4,600 and the red blood cell count was 3,200,000. The patient 
refused hospitalization and was given small doses (2 Gm.) of sulfanilamide daily. 
Within the week the eruption had cleared, and the drug was stopped. The patient 
has been symptom free since, although the discoid lesions have remained unchanged. 
At the time of writing she has been observed for approximately twenty-three 
months after recovery from acute dissemination. 
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Case 2.—W. P., a white man aged 36, a press operator, was admitted to the 
dermatologic service of Cincinnati General Hospital on April 27, 1938. He com- 
plained of a generalized eruption, arthralgia, transient attacks of sore throat, 
muscular pains and swelling of the face. These symptoms had been present 
intermittently for approximately nine months. No history of fever, chills or 
photosensitivity could be elicited. There was a history of a penile chancre in 
1928, and beginning in 1934 the patient received vigorous antisyphilitic treatment 
for two years. There was no personal or family history of tuberculosis. 

The patient appeared chronically ill on admission. There were decided redness 
and edema of the face, ears and neck. Numerous telangiectases were present in 
these areas. There was some follicular dilatation but little scaling and no plugging. 
Areas of the skin of the face appeared moderately atrophic. Petechiae and 
splinter hemorrhages were present at the tips of the clubbed fingers and about 
the ankles. Pale, elevated, discrete, scaly lesions of various sizes and shapes were 
seen on the dorsa of the hands. The physical examination disclosed generalized 
lymphadenopathy, chronically diseased tonsils and an enlarged nontender spleen. 

Examination of the blood revealed 3,400,000 red blood cells, 12.8 Gm. of hemo- 
globin and 3,600 white blood cells (repeatedly), with 50 per cent polymorpho- 
nuclear leukocytes, 1 per cent eosinophils, 46 per cent lymphocytes and 3 per 
ment monocytes. The urine was normal and contained a trace of porphyrin. 
Roentgenograms of the chest, the result of chemical examination of the blood, and 
cardiograms were normal, and blood cultures were negative. The Kahn reaction 
of the blood was negative. Histologic examination of the lesions on the arm 
and face were interpreted by Dr. Leon Goldman: 

“Hyperkeratosis, atrophy and thinning of the epidermis and scattered areas 
of perivascular lymphocytic infiltration are present. Marked edema and separa- 
tion of the collagenous fibers are seen. The connective tissue fibers show thicken- 
ing, shriveling and loss of elasticity. There are excessive collections of 
chromatophores. Connective tissue stains are desirable. This section is compatible 
with the diagnosis of subacute disseminated lupus erythematosus.” 

On the eighth hospital day, treatment with sulfanilamide was begun, the patient 
receiving from 7 to 12 Gm. daily for a period of four weeks. Despite these 
relatively large doses, the hemoconcentration failed to rise above 8 mg. per hundred 
cubic centimeters. The patient was also given frequent small blood transfusions. 
The temperature ranged from normal to 100 F., and the number of leukocytes 
from 3,000 to 5,000. The anemia failed to respond to iron, liver or yeast therapy. 
There was little change in the extent of the cutaneous eruption, but the petechial 
hemorrhages disappeared. Subjectively there was also improvement of the sore 
throat, arthralgia and muscle pains. The splenomegaly persisted. 

The patient was discharged of his own volition after two months of hospitali- 
zation. He was seen in the dispensary several weeks later and his condition was 
good. Unfortunately, he left the city shortly thereafter and has not been 
seen since. The latest report as to his condition was that he was working and 
was apparently symptom free. 


Case 3.—L. S., a white girl aged 20, was admitted to the medical service 
of the Cincinnati General Hospital on May 5, 1938, complaining of pains in the 
joints and an eruption. Her illness began about two months prior to admission 
with the acute onset of migratory polyarthritis. The eruption began shortly 
thereafter and was described as being erythematous, macular and involving the 
face, neck, trunk and extremities. 
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The past history was noncontributory ; there was no history of rheumatic fever, 
chorea or frequent sore throats. There was no personal or family history of 
tuberculosis. 

The patient was acutely ill on admission, with the temperature 101 F., the 
pulse rate 100 and the respiratory rate 22. There were exquisite tenderness and 
pain in the guarded right shoulder. Generalized lymphadenopathy was noted. 
The cardiac rate was rapid, but there was no enlargement or arrhythmia. A soft 
systolic murmur was heard over the pulmonic area. The chest was clear, and 
the liver and spleen were not palpable. A generalized erythematous maculopapular 
eruption was present most marked on the “butterfly” area of the face, the anterior 
and posterior part of the chest and the dorsal surface of the hands and arms. 
The tissue overlying the distal phalanges of the fingers was edematous, reddened 
and extremely tender. No petechiae of the skin or mucous membranes were 
noted. 

On admission the urine was normal. The red blood cell count was 4,200,000, 
with 10.5 Gm. of hemoglobin. The white blood cell count ranged from 4,000 
to 6,200, with 48 per cent lymphocytes. The Kahn reaction of the blood was 
negative, and blood cultures were sterile. The electrocardiogram revealed evidence 
of myocardial disease, and the teleoroentgenogram showed evidence of mitral 
disease. The pulmonary fields were clear. Tests of renal function gave normal 
results. 

The patient’s course was febrile; the temperature ranged from 99 to 100 F. 
during the first four weeks of hospitalization, and the eruption and arthralgia 
persisted. On the twenty-fourth hospital day, the temperature rose sharply to 
104 F., and there were clinical and roentgenologic evidences of pleural and 
pericardial effusion. Following this, the course was rapidly downhill. The 
temperature remained in the neighborhood of 102 to 105 F., and albuminuria, 
hematuria, leukocytosis and severe anemia developed. Death occurred on the 
thirty-sixth hospital day. 

The patient was given sulfanilamide, approximately 5 Gm. per day, during 
the twelve days preceding her death, but there was no appreciable effect from this 
belated administration of the drug. 

The essential observations at autopsy included acute pericarditis and pleuritis, 
generalized lymphadenitis, toxic splenitis and hepatitis, fatty infiltration of the 
liver and cerebral congestion and edema. The pathologic diagnosis of the renal 
lesions was “toxic nephrosis.” The so-called “wire loop’ appearance of the 
glomerular tufts could not be demonstrated. No special stains were made. The 
walls of the small arteries and arterioles of the lymph nodes, lungs and spleen 
showed degénerative lesions with associated thrombus formation and _ hyaline 
thickening of the intima. 


Case 4—M. W., a Negress aged 28, was admitted to the medical service of 
the Cincinnati General Hospital on Aug. 23, 1936. She complained of cough, 
fever, pains in the chest of several days’ duration and swelling of the eyes of 
about two months’ duration. A cutaneous eruption had been noted for about a 
month preceding hospitalization. 

The essential physical observations at this time consisted of hydrothorax on 
the right side, bronchopneumonia and edema of the eyelids. In addition, a 
maculopapular eruption involving the “butterfly” area of the face and the dorsal 
surface of the hands and arms was present. There were also a few hemorrhagic 
lesions about the ankles. Histologic examination of a papule from the arm 
revealed a normal epidermis, edema and separation of the collagenous tissue of 
the cutis and perivascular lymphocytic infiltrate. 
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Examination of the sputum and of the fluid from the pleural cavity did not 
reveal the presence of acid-fast bacilli. The guinea pig test was also negative for 
tuberculosis. There were persistent albuminuria (2 to 3 plus) and occasional 
granular and cellular casts in the urine, but no red blood cells were present. 
The specific gravity varied from 1.008 to 1.016. The white blood cell count 
varied from 6,000 to 8,000 and the red blood cell count from 3,200,000 to 
4,000,000. The differential count was normal. The Kahn reaction of the blood 
was 3 plus, and the Wassermann reaction of the spinal fluid was negative. Studies 
failed to disclose impairment of kidney function. Blood cultures were sterile. 
Roentgenograms of the chest confirmed the findings of hydrothorax and broncho- 


pneumonia but showed no evidence of tuberculosis. 


The course was febrile, the septic type of temperature rising daily to peaks 
of 102 to 103 F. Therapy consisted of rest in bed, supportive measures and 
several injections of bismuth subsalicylate. The eruption subsided within a period 
of four to five weeks, but the patient remained febrile for nearly two months. 
There was still albuminuria when the patient was discharged from the hospital. 
She was not again seen until April 1939 when she was admitted to the 
dermatologic ward. 

The patient was gravely ill on this admission. The history of the interval was 
meager. In the summer of 1937 migratory polyarthritis developed, and she was 
confined to bed at home for nearly a year. After this she was again ambulatory 
and free of symptoms until the fall of 1938, when she became ill with “flu.” 
There had been no recurrence of the cutaneous lesions. 

On examination she was emaciated, dehydrated and desperately ill. No erup- 
tion was present. There was generalized lymphadenopathy. The eyes were 
edematous. There were clinical findings of pleural thickening, but the physical 
examination was otherwise normal. 

Roentgenograms of the chest showed pleural thickening but no parenchymal 
disease. Tests of the sputum were repeatedly negative for acid-fast organisms. 
The specific gravity of the urine varied from 1.020 to 1.160, and there was per- 
sistent albuminuria (2 plus). No red blood cells or casts were demonstrated, 
and renal function tests gave negative results. The white blood cell count fluc- 
tuated from 10,000 to 17,000 during the period of observation, and the differential 
count was normal. The red blood cell count varied from 3,500,000 to 4,000,000 and 
the hemoglobin from 8 to 10 Gm. The platelet count was 150,000, and the 
bleeding and clotting times were normal. The Kahn reaction of the blood was 
3 plus. Routine agglutination tests for typhoid, paratyphoid and brucellosis were 
negative. There was no disturbance of the chemical composition of the blood, 
and cultures of the blood were sterile. Complete laboratory and roentgenographic 
study of the gastrointestinal system gave negative results. 

The temperature curve was septic in character with daily peaks of 102 to 104 F. 
The patient had repeated attacks of what were apparently “visceral crises.” 
Therapy consisted of several transfusions of whole blood and other supportive 
measures. During the fifth week of hospitalization, sulfanilamide in doses of 4 
to 6 Gm. daily was given. There was no appreciable influence of the drug on the 
temperature or on the course of events, and the patient went rapidly downhill 
and died on the forty-fifth day in the hospital without the development of a clini- 
cally recognizable complication. 

At necropsy the diagnoses were “subacute and chronic myocarditis with severe 
myocardial edema and myocardial degeneration; proliferative diffuse glomerulo- 
nephritis ; acute splenitis; chronic adhesive pericarditis and pleuritis; acute passive 
congestion of the lungs and abdominal viscera; slight vascular nephrosclerosis, 


‘ 
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and mild chronic generalized lymphadenitis.” Microscopic sections of the kidneys 
(stained with hematoxylin and eosin) were interpreted by Drs. Ralph Johansmann 
and Edward Vincent of the department of pathology : 

“The glomerular tufts are generally bloodless and show swelling and prolifera- 
tion of the endothelial cells. The capillary basement membrane is generally 
thickened and hyalinized. Some of the glomeruli show slight infiltration with 
polymorphonuclear leukocytes. Precipitated serum appears in the capsular spaces, 
and Bowman’s capsule is occasionally thickened, hyalinized and adherent to the 
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Fig. 3 (case 4).—Photomicrograph (high power) of a section of the kidney 
stained with hematoxylin and eosin. Note the avascularity and increased cellularity 
of the glomerular tuft and the hyaline thickening of capillary basement membranes. 





glomerular tufts. Some glomeruli show almost complete hyalinization. The tubules 
show advanced degenerative changes.” 


COM MENT 


The conditions described herein were typical clinically of disseminated 
lupus erythematosus. In each instance there was a characteristic erup- 
tion associated with visceral lesions, anemia and toxemia. Three of 
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he 4 patients were young women, 1 was a Negro and 3 were white. 
In 3 instances leukopenia was a constant finding, and in the fourth 
relative leukopenia was present during the first period of hospitalization, 
In the 2 patients that died, the anemia had been resistant to iron, liver 
and yeast therapy and did not respond well to the transfusion of blood, 
and there was leukocytosis prior to death. At necropsy, pleuritis, peri- 
carditis, splenitis and glomerulonephritis were the outstanding observa- 
tions. Evidence of tuberculosis, active or healed, was absent. Renal 
changes similar to those reported by Baehr, Klemperer and Schifrin ™ 
(“wire loops’) were demonstrated in case 4. These were not found 
in case 3, but it must be pointed out that no special stains were made. 
The diffuse arteritis in other organs, however, was of the same type 
described by the aforementioned authors. 

In case 1 dissemination of the acute exanthematous type was super- 
imposed on a long-standing discoid process. ‘There was no apparent 
cause for this since there had been no infection, removal of foci or 
exposure to sun or ultraviolet radiation, and no gold had been admin- 
istered. It is interesting to speculate as to whether the giving of 
sulfanilamide itself was not the precipitating factor, particularly so 
since, as in Ingels’ case, dissemination of a chronic discoid process 
chronologically followed the administration of sulfanilamide, a photo- 
sensitizing agent. Again, when the initial immediate postsulfanilamide 
reaction: had subsided there was great improvement in the original dis- 
coid lesions. That this patient was gravely ill and in great danger and 
that improvement or arrest of the disease occurred simultaneously with 
the administration of sulfanilamide could not be denied. The rise in 
temperature and the flare-up of the cutaneous lesions on two occasions 
when the drug was discontinued were suggestive as to its efficacy in this 
particular instance. This patient has now been followed for nearly two 
years and has enjoyed excellent health. If the relatively mild illness 
which she recently experienced can be looked on as a recurrence, the 
episode apparently was again controlled by sulfanilamide. 

In case 2 therapeutic results were far less dramatic. This example 
is probably of the subacute telangiectatic or the disseminate discoid type 
of erythematous lupus, and as such the visceral and cutaneous mani- 
festations were not so striking. The patient, nevertheless, showed 
improvement both subjectively in the amelioration of symptoms and 
objectively in the disappearance of petechial hemorrhages, following 
sulfanilamide therapy. It is regrettable that follow-up studies were so 
limited in this instance. 


14. Baehr, G.; Klemperer, P., and Schifrin, A.: A Diffuse Disease of the 
Peripheral Circulation Usually Associated with Lupus Erythematosus and Endo- 
carditis, Tr. A. Am. Physicians 50:139, 1935. 
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In the last 2 cases sulfanilamide was not administered until the 
patients were dying, at which time the drug was entirely without influ- 
ence. Case 4 seemed especially significant. From the early clinical 
record and from the necropsy observations, the diagnosis of disseminate 
lupus erythematosus was established. The death of this patient in the 
absence of cutaneous lesions was further evidence of a “lupus sine 


lupo” phase of the disease. 


SUMMARY AND CONCLUSIONS 


In 2 cases of disseminated lupus erythematosus in which sulfanil- 
amide was administered the disease was arrested. One of the patients 
has been followed for nearly two years; the follow-up studies on the 
other were restricted to several months. 

In 2 other cases of disseminated lupus erythematosus in which 
sulfanilamide was given in the terminal stages of the disease, no effect 
was noted. Necropsy in these instances revealed changes in the small 
blood vessels of the kidneys and other viscera of a type recently described 
as characteristic of disseminated lupus erythematosus and related clinical 
syndromes. 

In the sulfanilamide therapy of lupus erythematosus, the drug should 
be administered early in the disease and in large doses ; emphatic instruc- 
tions to avoid sunlight should be given and all other precautions of 
sulfanilamide therapy exerted. 

In view of this and recent similar reports and in view of the grave 


prognosis and unknown cause of disseminated lupus erythematosus, 


treatment with sulfanilamide or related compounds (sulfapyridine—i. e., 
2-[paraaminobenzenesulfonamido]-pyridine) should be considered as a 


practical measure. 


615 Union Central Building. 
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The development of carcinoma in chronic osteomyelitic sinuses not 
only is uncommon but is very little appreciated by the dermatologist. 
The condition is well known to surgeons, however, and has been recog- 
nized for many years. Similar malignant degeneration may occur in 
tuberculous sinuses and also in chronic bronchial, biliary and anal fistulas, 
where an ingrowth of cutaneous epithelium to line the fistulas is not 
uncommon, 

Credit for the first report of the development of carcinoma in 
osteomyelitic sinuses is somewhat difficult to assign. Dittrich * reported 
an authentic case in 1847, but it is probable that in 1 of the cases 
described by Hawkins ? in 1835, under the title “Cases of Warty Tumors 
in Cicatrices,” carcinoma had followed osteomyelitis. In the next forty 
to fifty years a number of reports appeared, and in 1891 Borchers * 
collected reports of 20 cases from the literature and added reports of 5 
cases of his own. In at least 14 of these 25 cases carcinoma had fol- 
lowed acute osteomyelitis. 

In 1894 Devars * collected a series of 39 cases and called attention to 
the fact that two clinical varieties of the disease may occur. He noted 
that the lesion appeared either as a superficial, easily recognized tumor 


or deep in the tissue, in which instance diagnosis was more difficult. 


During the following ten years many case reports appeared, but from 

From the Section of Dermatology of the School of Medicine of the Division 
of Biological Sciences, University of Chicago. 

1. Dittrich: Prag. Vrtlischr. 2:161, 1847; cited by Benedict.? 

2. Hawkins, C.: Seven Cases of Warty Tumors in Cicatrices, Med.-Chir. Tr. 
19:19, 1835; cited by Benedict.? 

3. Borchers, F.: Ueber das Carcinom, welches sich in alten Fistelgangen der 
Haut entwickelt, Inaug. Dissert., Gottingen, Dieterich, 1891; cited by Benedict.? 

4. Devars, M.: De la dégénérescence cancroidale des anciens foyers ostéo- 


myélitiques, Thesis, Lyon, no. 933, Lyon, A. Rey, 1894; cited by Benedict.* 
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that time to the present the subject seems to have received little atten- 
tion. A few instances of the disease were recorded, however, including 
those of Hitzrot ®° and Vernengo ® in 1928. 

In 1931 Benedict * extensively reviewed the literature and reported 
12 cases in which carcinoma occurred in 2,400 patients with osteomyelitis 
treated at the Massachusetts General Hospital. Hellner* reported 3 
cases in 1934. In 1936 Henderson and Swart * recorded 5 cases in which 
the patients were treated at the Mayo Clinic. These were the only 
patients in whom the condition was associated with malignant changes 
out of 2,396 patients with chronic osteomyelitis, a percentage somewhat 
less than that reported by Benedict.’ Additional cases were reported by 
Norinder *° and Placinteanu and Dobrescu."! 

Several facts concerning this condition are worthy of special 
emphasis. Development of carcinoma in association with chronic osteo- 
myelitis is usually found in cases of long standing in which externally 
draining sinuses have been present for many years. Patients affected are 
predominantly in middle life or beyond; men are more frequently 
The most common site of involvement is the lower 


affected than women. 
It is stressed that metastases seldom 


extremities, especially the tibias. 
occur and in any event rarely extend beyond the regional lymphatic 
vessels. 

The exact pathogenesis of carcinomatous degeneration occurring deep 
in osteomyelitic cavities seems not to have been understood until recently. 
The theory most commonly accepted was that the continuous drainage 


of pus irritated the skin to such a degree as to cause malignant degenera- 
This would satisfactorily account for the occurrence of carcinoma 
However, this theory further assumed that in the deeply 
situated lesions the carcinoma had originated at the surface and grown 
downward. As early as 1847 Rokitansky expressed the opinion that in 
Dittrich’s case * epithelial cells had grown in from the surface and had 


tion. 
at the surface. 


5. Hitzrot, J. M.: Epithelioma.in Sinus of Old Osteomyelitis, Ann. Surg. 73: 
247 (Feb.) 1921. 


6. Vernengo, M. J.: Epithelioma dessarrollado en una fistula par osteomielitis 
cronica, Bol. y trab. de la Soc. de cir. de Buenos Aires 12:801, 1928. 

7. Benedict, E. B.: Carcinoma in Osteomyelitis, Surg., Gynec. & Obst. 53:1 
(July) 1931. 

8. Hellner, H.: Fistelkarzinome auf dem Boden chronischer Osteomyelitis, 
Fortschr. a. d. Geb. d. Rontgenstrahlen 49:109 (Feb.) 1934. 

9. Henderson, M. S., and Swart, H. A.: Chronic Osteomyelitis Associated 
with Malignancy, J. Bone & Joint Surg. 18:56 (Jan.) 1936. 
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osteitischen Prozessen, Acta orthop. Scandinay. 8:381, 1937. 
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aused the disease. It appears, however, that he too assumed that the 
ells were already malignant. 

The recent independent investigations of Brunschwig '? and Mil- 
‘ram ** have shown that chronic osteomyelitic cavities may become lined 
with stratified squamous epithelium owing to a downgrowth of the 
cutaneous epithelium along the draining sinuses. Although definite car- 
cinomatous changes were not found in Brunschwig’s cases, he considered 
the epithelial lining thus formed to be precancerous. He pointed out, 
further, that two factors operate to stimulate malignant degeneration of 
the epithelial cells, namely, their continued activity in attempting to line 
the cavities and the constant irritation to which they are exposed. The 
situation is thus not unlike that of carcinoma arising from chronic ulcers, 
in which attempted epithelial activity is likewise present in combination 
with constant secretion of irritating discharges. 

The following case is reported as an instance of carcinomatous degen- 
eration of the epithelial lining of a chronic osteomyelitic cavity, with 
cutaneous metastatic lesions of squamous cell carcinoma. It is unique in 
the fact that a careful survey of the literature failed to reveal previous 


reports of cutaneous metastatic lesions as the only clinical evidence of 


carcinomatous change in osteomyelitis. 


REPORT OF A CASE 

C. W., a white man aged 37, was first seen in the dermatologic clinic Jan. 12, 
1939, at which time he complained of an eruption on the left arm and in the left 
axilla accompanied by severe pain on motion. The eruption had begun in July 
1938 as two small nodules in the left axilla. Gradually numerous other nodules 
and papules appeared on the arm and forearm, arranged in a somewhat linear 
manner. 

For the past twenty-five years the patient had suffered from chronic osteomyelitis 
of the left thumb. Four surgical operations on the thumb had been performed 
elsewhere, the last being in June 1938. At that time the remaining stump was 
amputated at the metacarpophalangeal joint. Unfortunately, no histologic examina- 
tion was made. 

When the patient, presented himself in January for examination, two draining 
sinuses were present at the site of the amputation. Inspection of the left arm 
revealed nodular cutaneous lesions in the axilla and on the upper part of the arm, 
which extended along the flexor surface of the forearm to the wrist. The individual 
lesions were smooth firm reddish brown papules and nodules, varying in size from 
several millimeters to more than a centimeter in diameter. Their arrangement 


12. Brunschwig, A.: Epithelialization of Bone Cavities and Calcification of 
Fibrous Marrow in Chronic Pyogenic Osteomyelitis, Surg., Gynec. & Obst. 52:759 
(March) 1931; Epithelialization of Chronic Osteomyelitic Cavities, Radiology 24: 
627 (May) 1935. 

13. Milgram, J. E.: Epithelialization of Cancellous Bone in Osteomyelitis, J. 
Bone & Joint Surg. 13:319 (April) 1931. 
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showed a tendency to grouping. Some of the nodules in and near the axilla wer: 
tender on pressure, evidently owing to secondary infection, as evidenced by sur 
rounding erythema and swelling. The eruption in its entirety bore a striking 
resemblance to herpes zoster (fig. 1). General physical examination gave essen- 
tially negative results. The left epitrochlear and the left axillary lymph nodes 
were palpable. A roentgenogram of the chest showed no evidence of metastases. 

Biopsy specimens obtained from two of the nodules, one on the forearm and 
the other in the axilla, showed identical microscopic pictures (fig. 2). The epi 
dermis was normal. In the upper half of the cutis and separated from the 
epidermis by a narrow band of normal tissue, was a rather well circumscribed 
mass of epithelial cells. Many of these cells were seen in the lymphatic vessels. 
The individual cells were large, with hyperchromatic nuclei and pale-staining 





eal 








Fig. 1—Upper part of the left arm and the left axilla, showing cutaneous 
metastatic lesions. 


cytoplasm. There was individual cell keratinization. Mitotic figures were found 
in moderate numbers. Cellular infiltration as a reaction ‘to the epithelial cell 
invasion was practically absent. Blood vessels and collagen were normal. Diag- 
nosis was made of metastatic carcinoma. 

On Jan. 31, 1939, an intrathoracohumeral amputation was performed by Dr. 
Brunschwig, of the department of surgery. The patient made an uneventful 
recovery and was discharged from the hospital Feb. 19, 1939. At the time of 
writing, he was still clinically well. 

A microscopic section cut from the distal end of the first left metacarpal bone 
(fig. 3) revealed a mass of malignant epithelial cells completely filling one small 
sinus and extending out to partially surround the bone. The cell nuclei were hyper- 
chromatic, and a moderate number of mitotic figures were seen. Many of these 
cells were found within the lymphatic vessels. There was no pearl formation. 
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Fig. 2—Low power photomicrograph of a nodule from the upper part of the left 
arm. Hemalum-erythrosin-saffron stain. 





Fig. 3—Low power photomicrograph of a section from the distal end of the 
first metacarpal bone of the left arm. Hemalum-erythrosin-saffron stain. 
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COM MENT 
From what has been previously said, it would appear that the prob 
lem involved is of practical as well as of theoretic significance. There is 
sufficient accumulated evidence to allow one to assume that the epithelial 
lining of chronic osteomyelitic sinuses and cavities constitutes a precan- 
cerous lesion. The realization of the potential danger involved should 
be remembered when cases of long-standing osteomyelitis come under 

observation. Brunschwig,'* in discussing the problem, stated : 
Most surgeons are now agreed that in elderly patients presenting extensive chronic 
osteomyelitis, amputation is justified when symptoms are severe. In such cases in 
which epithelialization of the bone cavities is present, amputation will also remov 


a potentially malignant lesion. 


Since this form of carcinoma arises from stratified squamous epi- 
thelium, it should be of interest to the dermatologist. Moreover, as our 
case illustrates, the dermatologist may at times be the first called on to 
diagnose metastatic lesions and should therefore be familiar with the 
pathologic mechanism by which carcinoma develops in chronic osteo- 
myelitic sinuses. . 

SUMMARY 

Attention is called to the development of cutaneous metastatic 
squamous cell carcinoma arising from epithelized chronic osteomyelitic 
cavities. The literature is reviewed and a case reported in which chronic 
osteomyelitis of the left thumb led, several weeks after amputation, to 
cutaneous metastases of squamous cell carcinoma. The same type of 
carcinoma was demonstrated in the lining of osteomyelitic sinuses of the 
metacarpal bone. 

The significance of the newly formed epithelial lining of chronic 


osteomyelitic sinuses as a precancerous condition is stressed and the 
practical importance to the dermatologist emphasized, since the primary 
focus of the carcinoma may clinically not be evident. 


416 Chaparral Street, Corpus Christi, Texas. 
950 East Fifty-Ninth Street, Chicago. 





TREATMENT OF RAGWEED DERMATITIS 


REPORT OF SEVEN CASES OF SUCCESSFUL TREATMENT WITH ABSOLUTE 
ALCOHOL EXTRACT OF RAGWEED LEAVES 


J. ALEXANDER CLARKE Jr. M.D. 


PHILADELPHIA 
AND 


JOSEPH F. RICCHIUTI. Jr, M.D. 
MAHANOY CITY, PA. 


The first treatment of ragweed (contact) dermatitis was made in 
1919. Hannah? reported good results in a single instance with cosea- 
sonal injections of an aqueous extract of ragweed pollen. In the same 
year, Sutton ? reviewed 4 cases of the same condition, in 3 of which 
the patients were treated with a glycerin-phenol-saline solution extract 
of the pollen and showed decided improvement. However, none of 
these persons was given patch tests either with the oleoresin, which has 
since been proved to be the causative factor, or with ragweed leaves, 
which contain an abundance of the potent product. In 1930 Sulzberger 
and Wise * noted improvement in 1 person following intradermal injec- 
tions of water-soluble ragweed pollen antigen. 

In 1931 Brown, Milford and Coca * showed that ragweed (contact) 
dermatitis is due to the fat-soluble fraction of the plant or pollen rather 
than to the water-soluble fraction, which causes hay fever and pollen 
asthma. These observers suggested that treatment should be attempted 
with the oleoresin rather than with the water-soluble fraction. This 
they obtained by extraction of the plant with purified petroleum benzine 
(petroleum ether) and ethyl alcohol, dialyzing the extracted material, 
shaking it with carbon tetrachloride and adding tenth-normal sodium 
hydroxide to destroy the water-soluble antigen. This extract was dis- 
solved in oil of almond and injected intramuscularly. 


The reports of treatment with this extract have not been uniformly 
favorable. In the series of 24 patients treated prophylactically by 


1. Hannah, L.: Ragweed Dermatitis: A New Treatment with Preliminary 
Report of a Case, J. A. M. A. 72:853-854 (March 22) 1919. 

2. Sutton, R. L.: Ragweed Dermatitis, J. A. M. A. 73:1433-1435 (Nov. 8) 
1919. 

3. Sulzberger, M. B., and Wise, F.: Ragweed Dermatitis with Sensitization 
and Desensitization Phenomena, J. A. M. A. 94:93-95 (Jan. 11) 1930. 

4. Brown, A.; Milford, E. L., and Coca, A. F.: Studies in Contact Derma- 
titis: I, The Nature and Etiology of Poilen Dermatitis, J. Allergy 2:301-309 
(July) 1931. 
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3runsting and Williams,® 19 had no relief of symptoms, 3 were doubt 
fully improved and only 2 had complete relief. Pascher and Sulzberger ‘ 
reported that 2 persons obtained relief, 1 remaining free of symptoms 
for several years, after preseasonal injections of the oily solution. 
Frank * treated 1 person and was able only to reduce the itching for a 
few hours after each injection. Stroud * obtained good results in several 
persons with thrasher dust dermatitis by injecting house dust oil and 
thrasher dust oil. Caulfield ® produced considerable relief in “tulip 
bulb” dermatitis by injecting an ether extract of the plant dissolved in 
Mazola (corn) oil. Rackemann ’° stated that only three or four doses 
of the ether-soluble fraction of the plant oil are necessary for relief 
once the diagnosis is made. Rudolph and Deutsch * recently reported 


on a person suffering from dermatitis who gave positive reactions to patch 
tests with both timothy hay and ragweed pollen oils. Successful treat- 
ment was carried out by injections of a 20 per cent emulsion of the 


offending whole pollen grains in oil of almond. 

In 1936, 2 subjects of the series to be reported on were treated with 
Lederle’s oil-soluble ragweed allergen. Both showed considerable 
aggravation of symptoms and experienced no relief. 


METHOD 

For many years we have used with success Spain’s extracts of Rhus leaves 
in absolute alcohol 12 in the treatment of dermatitis caused by poison ivy. Since 
the only difference between the rash caused by contact with the ragweed plant 
and that caused by the poisonous members of the Rhus family results from their 
different methods of pollination, we used a similar extract in the treatment of 
ragweed dermatitis. A quantity of ragweed plants was dried by air on the 

5. Brunsting, L. A., and Williams, D. H.: Ragweed (Contact) Dermatitis: 
Observation in Forty-Eight Cases and Report of Unsuccessful Attempts at 
Desensitization by Injection of Specific Oils, J. A. M. A. 106:1533-1535 (May 2) 
1936. 

6. Pascher, F., and Sulzberger, M. B.: Ragweed Dermatitis: Report of 
Two Cases, Arch. Dermat. & Syph. 28:223-227 (Aug.) 1933. 

7. Frank, J. J.: Ragweed Dermatitis, J. lowa M. Soc. 25:283-285 (June) 
1935. 

. Stroud, C. M.: Allergic Dermatitis, South. M. J. 28:665-668 (July) 1935. 

9. Caulfield, A. H. W.: Tulip Fingers: Ragweed Dermatitis, Canad. M. A. J. 
34:506-510 (May) 1936. 

10. Rackemann, F. M.: Allergy: A Review of the Literature of 1935, Arch. 
Int. Med. 57:184-212 (Jan.) 1936. 

11. Rudolph, J. A., and Deutsch, M.: Pollen Dermatitis: Report of a Case, 
J. Allergy 9:187-188 (Jan.) 1938. 

12. Spain, W. C., and Cooke, R. A.: Studies in Specific Hypersensitiveness ; 
XXVII. Dermatitis Venenata: Observations upon the Use of a Modified Extract 
from Toxicodendron Radicans, J. Immunol. 13:93-112 (Feb.) 1927. 





CLARKE-RICCHIUTI—RAGWEED DERMATITIS 


iboratory table and later on top of a dry air sterilizer. It was then broken up 
nd immersed in absolute alcohol in the proportion of approximately 1 part of 
lant to 6 parts of alcohol and filtered through dry paper. Because of the nature 
f the solvent, sterilization seemed unnecessary. 

At the time of injection, 0.2 cc. of buffered saline solution was measured in 
i 1 cc. tuberculin syringe. To this was added the desired quantity of alcoholic 
extract (not over 0.2 cc.), and the syringe was filled with additional buffered 
saline solution, The active principle of the ragweed was immediately thrown out 
if solution in a finely divided suspension, giving the mixture an appearance of 


Results of the Treatment with an Alcoholic Extract of the Ragweed Leaf of 7 
Persons with Ragweed Dermatitis 





W. G. mM B.d< J. G. - 3 M. N. 
44 3 16 32 50 
Male Male Female Male Male 
Duration of derma- 
SRT 30 years 7 years 5 years 12 years 9 years 4 years 
SOASON....ccccossece Say tO July to July to August to July to August to July to 
October November November December November November December 
Hay fever.. 0 0 0 + 0 0 


Asthma + 0 0 0) 


Cutaneous reaction 
to aqueous extract 
of ragweed 
Cutaneous reaction 
to leaf or alcoholic 
extract 

Per cent of eosino- 
phils in the blood... 


Treatment: 
Oil solution 
Phylactic, 1936.... 
Result, 1936 
Aleoholie extract 
Prophylactic, 1937 
Phylactic, 1937.... 
Result,* 1987 
Prophylactic, 1938 a 4 1 
Phylactie, 1938.... “+ t ! + ! 
Result,* 1938...... +4 : +3 49 9 


* Plus 4 indicates complete protection or relief; +2 and +3 varying degrees of partial relief. 


greatly diluted milk. This suspension was immediately injected subcutaneously. 
The sting of the alcohol was only momentary and not very objectionable. 


We believe that our success, in contrast to the failures of others, is 
due to the antigen entering the body in a suspension. In this way it is 
brought into immediate contact with a large number of body cells. When 
injected in oil it remains in solution and comes into contact with body 
cells much more slowly. 

With city dwellers, whose only contact with ragweed is with the pollen 
carried in the air, the diagnosis is established by its seasonal appear- 
ance, coincident with the first appearance of ragweed pollen about 
August 1, and its great aggravation at the height of the season four 
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weeks later. In those accustomed to work or play in the country the 
rash will make its appearance on the extremities soon after the ragweed 
plants start to grow at the end of May. For such persons the diagnosis 
should be confirmed by a patch test. 

In making a patch test a small piece of ragweed leaf may be used. We 
used this simple method in a number of persons, but the resulting dermatitis was 


much more severe than was necessary to establish the diagnosis. One drop 


Patient (case 5) with ragweed dermatitis. The large area of dermatitis on 
the left shoulder was caused by a patch test with ragweed leaf. The smaller 
square on the right shoulder was produced by a dilution of the alcoholic extract 
of ragweed leaves. 


of the 1: 100 dilution of our alcoholic extract gave an adequate and much less 
annoying reaction. One hundred and twenty normal subjects (students) gave no 
reaction to the full strength extract. 

The dose used in treatment was similar to that used for Rhus dermatitis.!° 
In phylactic treatment, we started with 0.025 cc. of a 1: 100 dilution. No untoward 


13. Sharlit, H., and Newman, B. A.: Specific Therapy in Rhus Dermatitis, 
New York State J. Med. 37:61-63 (Jan. 1) 1937. 
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fects came from this dose, and a larger dose could probably have been tolerated. 
fhe relief from the itching was dramatic, although the rash usually remained until 
he end of the season. Prophylactic treatment was given to 3 persons, in whom 
he dermatitis was greatly diminished in extent and in intensity. One man went 
through a second season without additional treatment and with little discomfort. 


An attempt has been made to separate contact dermatitis '* from 
the dermatitis or eczema occurring in persons and families suffering 
from asthma and hay fever. In our small group this difference did not 
exist. Two of the 7 patients were suffering from asthma at the time 
they consulted us, and another had had asthma in childhood. None had 
true hay fever, although 1 had mild and intermittent ocular symptoms 
during the season. Three had definite eosinophilia. 

Four had definitely positive cutaneous reactions to aqueous ragweed 
extract in a dilution of 200 Cooke units per cubic centimeter, and 2 
reacted to 2,500 units per cubic centimeter. The four stronger reactions 
were present on passive transfer. With the 1 possible exception just 
mentioned, none had hay fever. This is hard to explain. With the 
exception of the girl, all were outdoor laborers and had had much greater 
contact with both the leaves and the pollen than the average person. 
Again with the exception of the girl, the dermatitis developed in all of 
them much later in life than is the rule with hay fever. 

It should be noted that the season does not correspond to the pollen 
season, although all 7 patients suffered most severely during late August 
and September. Prior to the appearance of pollen, the face was not 
involved. The persistence of the lesion into November and December 
is hard to explain. The ragweed plant maintains its vitality through 
most of October, and contact with the withering weed is possible until 
it is rotted by snow. The seeds, of course, are in the ground and main- 
tain their vitality throughout the winter. 


SUMMARY 

Absolute alcohol extracts have been used with success in the diag- 
nosis and treatment of ragweed dermatitis in 7 persons. 

Prophylactic treatments were given to 3 persons. In all there was 
decided but not complete protection. In 1 person there was complete 
absence of symptoms the following year without any treatment, phylactic 
or prt yphylactic. 

Seven phylactic or coseasonal treatments were given to 6 persons, 
and all 6 showed decided relief. : 

Four of 7 persons gave definitely positive intradermal reactions to 
aqueous extracts of ragweed pollen. In these persons reactions could 


14. Engman, M. F., Jr.; Moore, M., and Kile, R. L.: Contact Dermatitis, 
South. M. J. 28:442-444 (May) 1935. 
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be reproduced by passive transfer (Prausnitz-Kustner technic). One 


person had indefinite nasal symptoms during the hay fever season, and 
2 had asthma throughout the year. 

The positive skin reaction to alcoholic extract of ragweed, as demon- 
strated by the patch test, could not be passively transferred to a normal 
person using the usual Prausnitz-Kustner technic. 

Note.—Since this paper was written, we have the reports on 5 of 
the 7 persons during the 1939 season. 

E. J. received no treatment and had a mild rash on the neck and 
eyelids for only one week in September. 

W. G. had no prophylactic treatment. A rash started July 25. 
Phylactic treatment was begun August 10, with considerable relief. 

H. G. had only two injections in June. He had no rash but said that 
his face burned for one week in September. This was his second season 
of freedom. 

J. G. had three injections in June and one in September. He had a 
mild rash on the forehead from August 20 to September 25. 

J. J. had seven injections from June 14 to July 19 and two in Sep- 
tember. A severe rash appeared in the middle of July, which disappeared. 
There was a recurrence on August 23, and the rash lasted at least a 


month. 











LYMPHOGRANULOMA VENEREUM AFFECTING 
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REPORT OF A CASE 
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The virus of lymphogranuloma venereum is of decided lympho- 
trophic nature." The inguinal lymphatic glands are most frequently 
affected in men and the perirectal lymphatic glands of Gerota in women.? 
Occasionally both groups of lymphatic glands may be affected simul- 
taneously in either sex. Only rarely does one encounter reports of 
involvement of submaxillary, cervical or axillary lymphatic glands.* 
\xillary involvement occurring in surgeons has been reported, follow- 
ing an accidental inoculation of a finger received in operating on the 
buboes of lymphogranuloma venereum.‘ Buschke and Curth in 1931 4 
and Curth in 1933° reported involvement of the cervical lymphatic 
glands in 2 cases, in which the ordinarily transitory initial lesion of 
the genitals was replaced by an extensive, persistent ulceration of the 
mucous membranes of the tongue and the cheeks. Both their patients 
said that they had indulged in acts of sexual perversion. 

Although generalized disease of the glands is said to be of fairly 
common occurrence in the early stages of lymphogranuloma venereum ° 
and although simultaneous regional glandular disease has been recorded, 
From the Skin and Syphilis Service of Bellevue Hospital, service of Edward 
R. Maloney, M.D. 

1. Hellerstrom, S., and Wassén, E.: Hygiea 95:545, 1933. 

2. De Wolf, H. F., and Van Cleve, J. V.: Lymphogranuloma Inguinale, J. A. 
M. A. 99:1065 (Sept. 24) 1932. 

3. (a) Bloom, D.: Lymphogranuloma of the Tongue and Cervical Lymph 
Glands, Arch. Dermat. & Syph. 28:810 (Dec.) 1933. (b) Rost, G.: Arch. f. 
Schiffs- u. Tropen-Hyg. 16:677 (Oct.) 1912. 

4. Buschke, A., and Curth, W.: Klin. Wchnschr. 10:1709 (Sept. 12) 1931. 


5. Curth, W.: Extra-Genital Infection with Virus of Lymphogranuloma 
Inguinale, Arch. Dermat. & Syph. 28:376 (Sept.) 1933. 
6. Pardo-Castello, V.: Lymphogranulomatosis Inguinalis, Arch. Dermat. & 


Syph. 14:35 (July) 1926. 
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I know of no previous record which states that both inguinal an 
cervical or submaxillary suppurative buboes were present simultaneous], 

Extragenital lymphogranuloma venereum of the submaxillary an 
cervical lymphatic glands usually occurs by infection through the mouth, 
being associated with sexual perversion. As a rule, when infection 
occurs in this manner the draining lymphatic glands follow the same 
chronic course and present the same clinical appearance as do the 
inguinal lymphatic glands. There is usually sore throat, and the com- 
mon site of the primary lesion is the tonsil or the tongue.’ 

As is true of syphilis, entry by the extragenital portal, although 
rare, may occur more frequently than a study of the literature would 
indicate. It is probable that a greater number of extragenital infec- 
tions will be reported in the future. The older name, lymphogranuloma 
inguinale, suggested the inguinal localization of the disease, to the 
exclusion of other regional lymphadenopathies. 

In the case of our patient there was no history of sore throat or 
sore tongue, which in the 2 aforementioned cases preceded the cervical 
glandular involvement. 

Our patient, who was first seen by us two months after his cervical 
lymphatic glands began to enlarge, differed from the patients reported 
on by other observers in that the oral cavity and the tongue did not 
disclose any lesion. The failure of detection of a primary lesion is not 
unusual, because this is a condition that frequently obtains when the 
infection is genital. The primary lesion on the genitals and the chronic 
vulvovaginal ulcerations are the most frequent sources of infection, 
although clinically free carriers have been important sources of trans- 
mission.® In the majority of cases the initial lesion is herpetic, papular, 
nodular or ulcerative. It is usually small, inconspicuous and evanescent, 


appearing ten to twenty days after exposure. A urethritis may be the 
first manifestation of the disease.* Our inability to discover the initial 
lesion in our patient fits in with the usual clinical picture, whereas in 
both Buschke and Curth’s case the primary lesion of lymphogranuloma 
venereum resembled in appearance and behavior the chronic ulceration 


of the labia, as seen in women. 

The clinical appearance of lymphogranuloma venereum involving 
the cervical lymphatic glands alone is with difficulty differentiated clin- 
ically from tuberculous adenitis. This is especially true when no primary 


7. Ravaut, P.; Boulin and Rabeau: Ann. de dermat. et syph. 5:463 (Aug.- 
Sept.) 1924. 

8. Sulzberger, M. B., and Wise, F.: . Lymphopathia Venereum (Lympho- 
granulomatosis of Nicolas, Favre and Durand), J. A. M. A. 99:1407 (Oct. 22) 
1932. 

9. Frei, W.: Venereal Lymphogranuloma, J. A. M. A. 110:1653 (May 14) 
1938. 
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sion is found in the oral cavity in the former condition. The reaction 


. the Frei test in lymphogranuloma venereum and the finding of 


ubercle bacilli in tuberculous adenitis should determine the true nature 
if the disease in question. 
REPORT OF CASE 


W. B., a Negro man aged 62, born in the United States, a cook, was admitted 
to the service of dermatology and syphilology at Bellevue Hospital on Aug. 29, 








Cervical buboes in a case of lymphogranuloma venereum in which the cervical 


and the inguinal lymphatic glands were affected simultaneously 


1938 and discharged on Sept. 30, 1938. His chief complaint was a painful swelling 
at the left angle of the jaw of two months’ duration. Twenty years before 
admission he had had gonorrhea and was said to have had a syphilitic chancre, 
at which time he did not receive treatment for either condition. During 1937-1938 
he had had several courses of treatment with neoarsphenamine and bismuth. His 
Wassermann reaction was positive. 

He stated that about two months before admission he had had an outbreak 
of “boils.” At that time a walnut-sized lump appeared on the left side of the face 
and neck at the angle of the lower jaw. Three weeks before his admission, about 
\ug. 7, 1938, it was aspirated by his family physician; pus was obtained and 
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the swelling decreased somewhat. Several days later the mass became painful 
and the patient applied a mustard plaster, causing the lump to become red and 
increasingly tender. 

Physical Examination.—On the left side of the face and neck at the angle of 
the jaw there was a somewhat painful walnut-sized violaceous swelling, indurated 
and with a soft teatlike elevation superimposed. Above and anterior to the ear in 
the parotid region was a smaller swelling of similar nature. Three fistulous 
openings discharging thin seropurulent material were present. 

In the left inguinal region there was a shiny, smooth swelling the size of a 
hen’s egg, slightly tender and indurated. As was true of the cervical swelling, 
the mass was attached to the overlying skin, which was bluish red. At points of 
suppuration there were three punched-out, draining fistulous openings. The scars 
of several healed sinus openings were present. 

Laboratory Findings—Examination of material expressed through the sinus 
openings showed many macrophages and occasional lymphocytes and polymorpho- 
nuclear leukocytes, as well as fibrous shreds and granular debris. No tubercle 
bacilli were present, and no other organisms were found. Urinalysis gave negative 
results. The Ito-Reenstierna reaction was negative. A blood count showed: 
leukocytes, 6.850, with polymorphonuclear leukocytes 65 per cent, transitional leuko- 
cytes 5 per cent, lymphocytes 31 per cent and eosinophils 1 per cent, and erythrocytes, 
4,300,000. 

The reaction to an intradermal Frei test (mouse brain antigen1°), made on 
August 31, was positive. The reaction to an intravenous Frei test (mouse brain 
antigen) was positive. 

An inverted Frei?! test made with an antigen produced from pus aspirated 
from the patient’s affected cervical lymph gland produced 9 positive intradermal 
reactions in 9 patients with proved lymphogranuloma venereum, all of whom also 
reacted positively to mouse brain antigen. There were 4 negative intradermal 
reactions to the Frei test both with the patient’s antigen and with the mouse 
brain antigen in 4 patients who never had lymphogranuloma venereum. These 
patients were used as normal controls. Two of them had syphilis, 1 had pemphigus 
and the other had an inguinal adenitis of unknown cause. The antigen used for 
the intradermal tests was prepared according to the method of Frei. The aspirated 
pus was diluted ten times in a sterile solution of sodium chloride and heated in a 
water bath at 60 C. for two hours on one day and for one hour on the following 
day.'2. The pus was tested for sterility. Since the inguinal buboes had ruptured 


before the patient was admitted to the hospital, no pus could be obtained for antigen. 

On Sept. 5, 1938, a week after the patient’s admission to Bellevue Hospital, 
there developed in the left parotid region a tangerine-sized irregular swelling, 
nontender and nonfluctuant, from which a serosanguineous material was expressed. 
One cubic centimeter of a seropurulent discharge was aspirated on September 7. 
The reaction to the Mantoux test, with a dilution of 1: 1,000,000, was negative. 


Treatment.—Treatment consisted of rest in bed and administration of five 5 grain 
(0.32 Gm.) tablets of sulfanilamide three times a day for five days and three 5 
grain tablets three times a day for seventeen days. 

10. Grace, A. W., and Suskind, F. H.: Lymphogranuloma Inguinale: Cultiva- 
tion of Virus in Mice and Its Use in Preparation of Frei Antigen, J. A. M. A. 
107:1359 (Oct. 24) 1936. 

11. Frei, W.: J. Invest. Dermat. 1:367 (Oct.) 1938. 

12. Frei, W.: Klin. Wchnschr. 4:2148 (Nov. 5) 1925. 
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COM MENT 


It is a matter of conjecture whether the enlargement of the cervical 


ymphatic glands was the result of an initial lesion of the oral mucous 


membrane following acts of sexual perversion or was due to involve- 
ment of this group of lymphatic glands as part of the generalized 
dissemination of the virus. 

We are of the opinion that the former explanation is more plausible, 
since our patient did not have generalized lymphadenopathy and because 
similar cases of extragenital lesion have been reported differing from 
ours only in that the primary lesion was extensive and persistent. This 
belief is further substantiated by the fact that the simultaneous occur- 
rence of cervical and inguinal buboes has never been seen by us before 
in the service of dermatology and syphilology at Bellevue Hospital, in 
spite of the fact that a large number of patients with lymphogranuloma 
venereum are treated yearly. 

Recently the number of patients under treatment for lympho- 
granuloma venereum in the service of dermatology and_ syphilology 
at Bellevue Hospital has quadrupled since routine Frei tests have been 
performed on all patients suffering from rectal involvement and from 
fistulas in ano. <A positive Frei reaction is better evidence of lympho- 
granuloma venereum infection than absence of history of inguinal or 
cervical buboes. 

SUMMARY AND CONCLUSIONS 

A proved case of lymphogranuloma venereum is reported because 
of the rare simultaneous occurrence of cervical and inguinal buboes. 
Extragenital lymphogranuloma venereum must be considered in the 
differential diagnosis of all persistent regional enlargements of the 
lymphatic glands. The Frei test should be performed on all patients 
suffering from chronic inflammatory swellings of the lymph nodes, 
whether the swellings are situated in the inguinal, cervical or axillary 


region. 


140 East Fifty-Fourth Street. 


645 Eastern Parkway. 





OSTEOMATOSIS CUTIS 


CARLISLE DIETRICH, M.D. 


TACOMA, WASH. 


The purpose of this report is to present a dermatologic rarity. The 


patient was discovered incidentally during a visit to a syphilis clinic 


and already has been demonstrated at a meeting of the Philadelphia 
Dermatological Society.’ 
REPORT OF <A CASE 

J. H., a Negress aged 42, married and childless, exhibited a peculiar growth 
on the proximal phalanx of the fourth digit of the right hand. She had no other 
cutaneous blemishes or structural deformities. 

The lesion, signet-ring-like, dorsally and laterally placed, was localized, nodular 
and slightly lighter than skin colored and measured roughly 1.5 by 1.5 cm. It 
consisted of fifteen to twenty closely aggregated nodules varying in size from 
that of a pinhead to about 4 mm. in diameter. The larger ones projected 
prominently (4 to 5 mm.) and the smaller ones less on the skin. Palpation dis- 
closed additional nodules deeper in the skin and a stony hardness for the entire 
lesion. Tenderness, erythema and signs of inflammation were not discernible. 
The duration of the lesion had been lifelong, and the patient said she sometimes 
picked small “stones” out of it. No member of her family that she knew of had 
any congenital malformation or anything similar to this. 

Roentgenograms showed that the nodules were generally spheroid, opaque 
and “structureless.” A bony spur also projected along the lateral side of the head 
of the fourth metacarpus and along the proximal third of the fourth proximal 
phalanx. The spur was not continuous with the bony substance of either bone 
but abutted against the head of the metacarpus similarly to a misplaced phalanx 
It was about 1.5 cm. long and half as broad, tapering toward the distal end and 
exhibiting the markings of spongy bone. The diagnosis was sesamoid or super- 
numerary digit (7). 

The histologic examination was made by Dr. Weidman, who reported as 
follows: 

“The epidermis is normal except for thickening of the stratum corneum. 
Immediately below the subpapillary layer and occupying the deeper parts of the 
corium is a well rounded nodule of bone 2 by 3 mm., bounded above by a 
distinct fibrous capsule. That this is periosteum is certain, as the osteogenic 
layer is definitely continuous with the bony matrix and its osteoblasts. Such a 
membrane cannot be clearly identified over the deeper aspects of the bone. 

“The upper half of the bone consists of broad circumferential lamellas, which 
contain numerous and typical osteoblasts. In the deeper part seven or eight 
irregularly rounded spaces appear, around which more delicate circumferential 


From the Laboratory of Dermatological Research, University of Pennsylvania. 
1. Dietrich, C.: Nevus (Abortive Attempt at Polydactylism), Arch. Dermat. 


& Syph. 38:156 (July) 1938. 
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Fig. 1—The dark 
of tissue for biopsy. 











Fig. 2.—Roentgenogram demonstrating the density of the bony particles and their 


relations to the finger and to one another. 
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Fig. 3—Low power photomicrograph showing the size and shape of one of 
the osseous nodules and its position in the depths of the corium. 














Fig. 4.—Photomicrograph illustrating the osteomatoid structure. 
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lamellas can be identified. In this position the osteoblasts are far less numerous, 
more irregularly distributed and of a younger type. In short, the bone in the upper 
parts is definitely older. 

“Some of the rounded spaces in the center of the bone contain but a capillary 
blood vessel or two, while the larger ones contain a few fat cells in addition. Red 
marrow elements are definitely absent. 

“Microscopic examination shows that the spherical nodules observed clinically 
consist of compact bone. The circumferential lamellas at once suggest haversian 
systems. However, they are not regularly and systematically distributed through 
the bone, nor are the size and shape of the systems regular. Furthermore, the 
marrow cavity is sketchy to a degree. Ordinarily there would appear to be no 
alternative than to regard the small nodules as osteomas. They are highly atypical 
circumscribed osseous growths. However, it can be understood how a non-neoplastic 
process, too, could give rise to the same picture. Starting from the same point 
as in this case (the lesions were present in infancy), an irregular mode of growth, 
such as characterizes congenital malformations, could result in the picture here 
shown. 

“In other words, this lesion is consistent with the concept of a nevus, viewed 
in the broadest light, particularly in view of the sesamoid (?) bone additionally 
revealed by roentgen rays. Of course, the bony masses may be parts of a 
supernumerary digit, but to prove this it would be necessary to demonstrate 


that they are part of a well organized structure, such as a digit, and they are not.” 


COMMENT 


Primary Bone Formation.—Primary bone formation in the skin has 


been occasionally reported. Becker * described an osseous plaque in the 


scalp of a woman aged 32, which was’of fourteen years’ duration and 


consisted of an infiltration of the connective tissue by bone rather than 
a distinct tumorous formation. Hypertrichosis, a keratotic nevus of the 
sole and a naevus pigmentosus of a finger were associated abnormalities 
of the skin. Becker cited the work of Sehrt,® who classified true 
ossification in the skin as: (a) calcified simple dermoid cysts; 
(b) retention cysts which have become calcified; (c) true bone formed 
in the skin; (d) ossification of tumors (lipoma, lymphangioma or car- 
cinoma); (e) formations with chronic inflammatory processes as the 
basis (syphilis and chronic dermatoses), and (f) stones of adipose 
tissue located in the subcutaneous tissue (sometimes cutis) of the 
extensor surface of the legs of old persons. Becker added the possibility 
of embryonal rests or atavism (suggested by the occurrence in a nevus), 
the association with extensive nevi elsewhere, the proximity of the 
tumors to the skull and their development during infancy. 


2. Becker, S. W.: Osteosis Cutis, Arch. Dermat. & Syph. 10:163 (Aug.) 
1924. 

3. Sehrt, E.: Ueber Knochenbildungen in der Haut, Virchows Arch. f. path. 
Anat. 200:395, 1910; cited by Becker.? 
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Plaques of bone in the scalp or on the aponeurosis of the skull 


seemingly of primary genesis, have been mentioned by Hopkins * as 

reported also by Bruns, Strassberg,*” Salzer ** and Schaffer. 
Heidingsfeld * found numerous “miniature osteomas” lying between, 

but unconnected with, the hair follicles of a pigmented hairy nevus oj 


the chin. 

A bony plate of two and one-half years’ duration, 1 cm. thick and 
covering one third of the area of the sole of a 6 year old girl was dis- 
covered by Coleman.* 

Multiple plaques and grains of ten months’ duration were found by 
Taylor and MacKenna‘ in the corium and subcutaneous tissue of the 
thigh, leg, chest, arm and scalp of a girl 15 months old, who had been a 
puny child not expected to live. 

A chondro-osteomatoid infiltration in the skin below the ear of a 
2 year old child was reported by Carl.* 

Secondary Bone Formation—Whether in the skin or in any other 
tissue, secondary bone formation is dependent on degeneration of the 
tissue, calcification and a sufficiently vascular granulation tissue. 

Multiple miliary osteomas of the skin of the face and neck, either 
following or coincident with a persistent acne or acneform eruption, 
were described by Hopkins,** who cited several others* (Virchow, 
Wilkins, Cornil and Ranvier, and Sutton) as having observed similar 
or somewhat similar conditions. 

Strassberg *” described a bony plaque on the lateral aspect of the left 
leg of an old man who had hyperpigmentation and varicose veins. He 


4. (a) Hopkins, J. G.: Multiple Miliary Osteomas of the Skin: Case Report, 
Arch. Dermat. & Syph. 18:706 (Nov.) 1928. (b) Strassberg, M.: Ueber heterotope 
Knochenbildungen in der Haut, Virchows Arch. f. path. Anat. 203:131, 1911. (c) 
Salzer: Zur Casuistick der Geschwiilste am Kopf, Osteoma cutis, Arch. f. klin. 
Chir. 33:148, 1886. 

5. Heidingsfeld, M. L.: Myomata cutis, Arch. f. Dermat. u. Syph. 92:337, 1908. 

6. Coleman, W.: Osteosis of the Skin of the Foot, J. Cutan. & Genito-Urin. 
Dis. 12:185, 1894. 

7. Taylor, G., and MacKenna, R. W.: Osteoma Cutis, J. Cutan. Dis. 26:449, 
1908. 

8. Carl, W.: Arch. f. Dermat. u. Syph. 100:183, 1910. 

9. Virchow, R.: Die Krankhaften Geschwilste. Dreissig Vorlesungen gehalten 
wahrend der Wintersemester 1862-1863 an der Universitat zu Berlin, Berlin, A. 
Hirschwald, 1864, vol. 2, p. 103. Wilkins, M.: Ueber die Verknocherung und 
Verkalkung der Haut, Gottingen, W. F. Kaestner, 1858, p. 18. Cornil, A., and 
Ranvier, L.: Manuel d’histologie pathologique, Paris, Germer-Bailliére & Cie, 1881, 
vol. 1, p. 270. Sutton, L., and Sutton, R. L., Jr.: Diseases of the Skin, ed. 9, 
St. Louis, C. V. Mosby Company, 1935, p. 747; cited by Artz, L.: Osteosis cutis 
multiplex, Arch. f. Dermat. u. Syph. 151:396, 1926. Weber, C. O., in Pitha, F., and 
Billroth, C.: Handbuch der allgemeinen und speciellen Chirurgie, Stuttgart, 
Ferdinand Enke, 1882, vol. 2, p. 50. 
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suggested that prolonged hemorrhage from varices may eventuate in 
calcified hematomas which become ossified. 
Pollitzer '° observed bone formation in ulcerated sclerodermatous 


patches on the side of the face and neck of a man aged 47 and reasoned 


that in connective tissue fibers the succession of sclerodermatous changes 
proceeds through calcification to ossification. 

Trimble '' reported osseous formation in an area on the buttock of a 
patient with lupus erythematosus. 

Whether the so-called primary instances of osteomatosis cutis are 
purely primary is open to question. The imagination need not be unduly 
stretched to envision a cutaneous nevus within which secondary bony 
metaplasia can occur on the same basis as elsewhere. On the other 
hand, it appears reasonable to suppose that genuine examples of primary 
ectopic bone can be observed within the skin as well as elsewhere, in 
view of the potential embryonal capacity of mesodermal tissue to form 
bone. This theory must be resorted to in cases in which it appears to be 
impossible to explain the bony formations in any other way. 


SUMMARY 


A congenital abnormality of bone formation is described, which 
resulted in a tumor-like swelling on the finger. Since it invaded the 
skin, the problem arises whether it should be designated as a nevus. 
However, as the formation had certain relations to a normal digit and 
was therefore an abortive normal structure and since it occupied other 
than a cutaneous position, the propriety of this classification is ques- 
tionable. The name osteosis cutis is inadequate because it is such a 
broad term that it connotes diffuse bony as well as tumor-like forma- 
tions. It seems permissible, then, from the purely clinical standpoint, to 
designate the lesion in my patient and any other projecting bony lesion 
of the skin the pathologic nature of which has not been determined as 
osteomatosis cutis. In short, the lesion in the case reported was osteo- 
matosis cutis, which the roentgenograms demonstrated to be due to an 
abortive attempt at the formation of a supernumerary digit. 


10. Pollitzer, S.: Ossification in a Case of Scleroderma, J. Cutan. Dis. 36:271, 
1918. 

11. Trimble, W. B.: Osseus Formation in Lupus Erythematosus, Arch. Dermat. 
& Syph. 1:296 (March) 1920. 





Clinical Notes 


DERMATITIS DUE TO SAFETY PINS 


Interesting Sequence of Sensitization Due to Contact with Nickel 
Joun Gopwin Downtnc, M.D., Boston 


Dermatitis due to contact with nickel has been reported in the past forty years 
by several authors!; hence all dermatologists are conscious of it when searching 
for a cause of an eruption occurring in workers in industry. The history of 
wearing white gold spectacles, a wrist watch or nickel-plated garters often suggests 
a possible cause of the condition in other patients, but physicians are apt to forget 








Reaction to a contact test with a safety pin, showing edema, erythema and 
vesiculation at the site where a pin had been held in place for sixteen hours. 


the innumerable other contacts which they have in their ordinary routine of life, 
such as those with nickel coins, key chains, electric light chains, cigaret lighters 
and paper clips. Doctors and dentists are constantly handling nickel-plated instru- 
ments. The young mother handling safety pins may forget such a contact, and 
the introduction of zippers on various articles of clothing presents a new contact 
in the daily lives of many. It is therefore deemed advisable to report the following 
case of sensitivity. 
REPORT OF A CASE 

Mrs. P. K. noticed that after she had been caring for her first baby for about 

three weeks she was unable to close safety pins with the right thumb and index 


lee) 


1, Lain, E. S.: Nickel Dermatitis: A New Source, J. A. M. A. 96:771-772 
(March 7) 1931. Fox, H.: Nickel Dermatitis from Spectacle Frames and Wrist 
Watch, ibid. 101:1066-1067 (Sept. 30) 1933. Downing, J. G.: Cutaneous Erup- 
tions Among Industrial Workers, Arch. Dermat. & Syph. 39:12-32 (Jan.) 1939. 
Gilman, R. L.: Nickel Dermatitis, J. A. M. A. 96:1331 (April 18) 1931. 
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fingers, which had become so dry and cracked that this act was painful. She then 
used the third finger, which in turn also became disabled. As the baby outgrew 


diapers the condition disappeared, only to recur during the patient’s care of her 


second and third babies. The summer before she consulted me, when she wore 
dresses which closed with zippers her skin became irritated at the sites of contact 
with these metals and it was necessary for her to remove them from her clothing. 
The following winter, while on a southern cruise she suffered intolerable itching 
at the sites of the fasteners of her garters, where she had a typical eruption due 
to contact with nickel. The condition responded readily to a treatment consisting 
of a change of the style of garter and of the use of soothing local applications. 


\ contact test with safety pins showed a decided eczematous reaction. 


COMMENT 

Ninety-five per cent of safety pins are nickel plated, and the remainder, which 
constitute lingerie pins and baby pins, are of brass, dipped to give them a bright 
finish and coated with lacquer. The latter are supposed to be rustproot. 

In the study of occupational dermatitides it has been noted that frequently nickel 
platers who have suffered from an eruption as a result of their trade become 
secondarily sensitive to leather and have a dermatitis on their foreheads and on 
the dorsa of their feet. This condition is resistant to treatment 

Perhaps some of the eruptions of the hands and feet which have been called 
fungous infections without cultural proof have started as a nickel dermatitis of the 


fingers with a secondary sensitization of the feet due to leather. 


WINTER ECZEMA 
CARPENTER, M.D., Summit, N. 


It was not until Niles published his paper “Winter Eczema of the Arms” ! 
that I was able to classify a similar syndrome in several patients whom I had 
seen, 

The purpose of my report is to draw attention to the fact that occasionally 
these same lesions may be found on the extensor surfaces of the lower extremi- 
ties, as well as on the arms and shoulders, and I believe the title winter eczema 
more appropriate to describe this malady. 

In all respects my experience with this disease of the skin has been similar 
to that of Dr. Niles. The small scaly circinate macules with a fine vesicular 
border are so suggestive of a superficial fungous infection that it is surprising 
that repeated microscopic and cultural studies have been without avail. There 
has been no history of exposure to contact irritants, other than excessive bathing, 
and only 1 patient has had a history of allergy. Seborrheic eczema has been 
considered as another possibility, but other evidences of it have been minimal, 


1. Niles, H. D.: Winter Eczema of the Arms, Arch. Dermat. & Syph. 39: 
474 (March) 1939, 
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and the patients have seemed to be made worse by therapy for this disease. Bath 
pruritus, as found in xerodermic skins, can be excluded, as the macules show no 
tendency to confluence and there are large areas of normal skin intervening. 
Data on the 5 patients whom I have observed are presented in the following 
tabulation : 
Duration, Location 
A = 


In History - = 
Number of — A - am Upper Lower 

Patient Sex Age Winters Allergy Xeroderma Extremities Extremities 

45 No Yes 

12 Yes Yes 

43 j No Yes 

40 § No No 

63 No No 
The basis of treatment is to reduce the number of soap baths and to exercise 
sufficient care in thoroughly drying the skin. Emollient ointments and liniments 
do not produce a lasting effect or adequately control the accompanying pruritus. 
At the suggestion of one of my patients, Dr. J. K. de Vries, who has had this 
for two winters, I started the use of a proprietary remedy containing boric acid, 
oil of eucalyptus, sodium borate and essential oils in a hydrous wool fat and 
oxycholesterol-isocholesterol ointment base. The majority of the patients treated 
with this ointment have reported immediate improvement and by its continued use 

have kept recurrences to a minimum. 


Summit Medical Group, 
181 South Street, 


Norristown, N. J. 


ERYSIPELOID OF ROSENBACH SUCCESSFULLY TREATED 
WITH SULFANILAMIDE 


ArtTHUR G. ScHocH, M.D., AND Beprorp SHELMIRE, M.D., DALLAs, TEXAS 


We wish to report briefly the cases of 4 patients with erysipeloid of Rosenbach 
treated with sulfanilamide. Three of the patients responded promptly to sulfanil- 
amide alone and were well in from three to five days. The fourth patient did 
not respond to sulfanilamide by mouth but did respond to the immune serum 
injected locally at the advancing border of the lesion. 

All patients were white men. Two received the infection from a puncture 
wound obtained from a fish fin, 1 from a beef bone and 1 from a hog bone. 


The duration of the eruptions varied from eleven days to three and one-half 


weeks. 

In 3 of the 4 patients the eruption involved approximately one third of the 
surface of the skin of one hand. In the fourth patient nearly all of the hand was 
involved. 

The 3 patients that responded to sulfanilamide were instructed to take 10 grains 
(0.64 Gm.) of sulfanilamide four times a day. Healing required from three days 
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o six days for completion. Definite symptomatic improvement was noticed in 


ill 3 patients at the end of the first forty-eight hours of sulfanilamide therapy. 

The fourth patient, who failed to respond to sulfanilamide, continued taking the 
lrug for one week. During this time there was extension of the cellulitis, and on 
the seventh day the immune serum was injected locally around the advancing border. 

Routine Wassermann, Kahn and Kline tests performed on the blood serum of 
all patients were negative. 

SUMMARY 
Sulfanilamide alone in comparatively small doses produced prompt resolution 


in 3 of 4 cases of erysipeloid of Rosenbach. 





Obituaries 


CHARLES NATHANIEL DAVIS, M.D. 
1861-1939 


Although Dr. Davis was born in Philadelphia, on April 6, 1861, 
he spent all his early life, up to the age of 17, in the small Pennsylvania 
town of Pottsville. His schooling in Philadelphia started when he was 
17, at Rugby Academy, followed by two years at the University of 
Pennsylvania. He then entered the medical school of the University of 
Pennsylvania, graduating in 1889, in the class that contained many 
men who became nationally and internationally famous. Shortly after 
his graduation in medicine he studied for six months in Vienna and 
spent a winter in attendance at the clinics in London. 

For ten years he attended regularly the dermatologic clinic of Dr. 
Louis A. Duhring and Dr. M. B. Hartzell at the University of Penn- 
sylvania as a voluntary assistant. In 1902 he organized a dermatologic 
service at the Pennsylvania Hospital. Although he had worked with 
Dr. Henry W. Stelwagon at the Howard Hospital and had been con- 
sultant at the Germantown and at the St. Agnes Hospital, his great 
love in the field of dermatology was the old Pennsylvania Hospital, 
where he spent many hours each week. 

He was a member of the College of Physicians and toward the end 
of his medical activities was elected to the American Dermatological 
Association, before which he presented the only scientific paper of his 
career on “The Use of Trichloracetic Acid in Dermatology.” Dr. 
Davis was a wit; one of his favorite internal prescriptions was a laxative 
mixture which he had placed in the formulary of the venerable Penn- 
sylvania Hospital, a Quaker institution, under the designation “Quaker 
cocktail.” 

His name will always be associated with trichloroacetic acid for 
the treatment of keratoses, Labarraque’s solution for various infections 
of the skin, salicylic acid and resorcinol in alcohol, which he designated 
“third rail,” for peeling the skin, and a nongreasy base, containing 


stearic acid and a large portion of glycerin, devised in collaboration with 
Dr. John Marshall, at that time Professor of Chemistry at the University 


of Pennsylvania. 

Dr. Davis had a great reputation for treating conditions of the 
scalp. One of his favorite remarks was that he could “grow grass on 
greens or hair on heads.” This remark probably had its origin in his 
two great but diverse interests: the growing of grass, as chairman of 
the greens committee of the Philadelphia Country Club and also of the 
Cape May Golf Club, and his numerous dermatologic cases of defluvium 
capillorum. 

His death, on Oct. 20, 1939, has removed a colorful, unusual per- 


sonality. and he will be greatly missed. san 
onality, and 8 : 6: FRANK C. KNow es, M.D. 





Abstracts from Current Literature 


EpItED BY Dr. HERBERT RATTNER 


NTERMITTENT VENOUS COMPRESSION IN THE TREATMENT OF PERIPHERAL 
VascuLAR Dtsorpers. A ReEporT ON ONE HUNbRED AND THREE CASES. 
Davin W. Kramer, Am. J. M. Sc. 197:808 (June) 1939. 


In a group of 103 patients with various peripheral vascular disorders treated 
vith intermittent venous compression, benefit was obtained in 68 per cent. The 
iuthor regards this method as a valuable adjunct in the treatment of such 
onditions. 


}orcK’s Sarco. E. F. Cotter, Arch. Int. Med. 64:286 (Aug.) 1939. 


Cotter reports an unusual case in which generalized chronic infectious granu- 
lomas involved especially the myocardium. The course was rapid, the disease 
terminating fatally within eleven weeks of the development of symptoms. Because 
if the character and distribution of the lesions and an inability to demonstrate an 
tiologic agent, the diagnosis of Boeck’s sarcoid was made. The skin showed 
only a single nodule on the forearm. Cotter states that the similarity between the 
myocardial lesions in this case and those in 2 cases of uveoparotid fever is 


impressive. 


[HIOCYANATE DERMATITIS. MERVIN FE. GREEN and JAMeEs S. Snew, Arch. 

Int. Med. 64:579 (Sept.) 1939. 

Green and Snow present a case of the severe urticarial type of dermatitis 
medicamentosa due to potassium thiocyanate, a drug used in the treatment of 
hypertension. After eight days of therapy with this drug an erythematous 
maculopapular . pruritic eruption appeared on the back of a patient. It later 
extended, and large wheals developed and persisted for about a week and then 
were followed by exfoliation and pigmentation. A number of points indicated 
that the reaction was allergic. 

The authors had previously observed 4 or 5 cases of a mild, nondescript 
erythematous dermatitis in patients receiving this drug. 


THe CLINICAL EVALUATION OF OVARIAN RESPONSES TO GONADOTROPIC THERAPY. 
E. C. HAmBLEN, Endocrinology 24:848 (June) 1939. 


Because of the increasing use of gonadotropic extracts and the many conflicting 
reports of the results of therapy, Hamblen reviews the entire field, with particular 
reference to clinical methods of evaluation of the various gonadotropic sub- 
stances. Such data indicate that there exists little definite proof that therapeutic 
eficiency has been established for the gonadotropic substances in most patients 
with supposedly endocrinopathic gynecologic conditions. Augmentation of nor- 
mally occurring ovarian responses may be produced by injections of gonadotropic 
extracts. 

Hamblen describes a method of testing the efficiency of the gonadotropic 
substances. 


STUDIES ON THE SENSITIZATION OF ANIMALS WITH SIMPLE CHEMICAL Com- 
POUNDS. K. LANDSTEINER and M. W. Cuase, J. Exper. Med. 69:767 (June) 
1939, 

In their experiments Landsteiner and Chase observed that the eruption 
appeared five days after application of ivy to the skin of guinea pigs. Extirpation 
of the treated area was unsuccessful in preventing sensitization if the excision was 
performed more than eight to twelve hours after the application. 
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In studying the manner in which sensitivity spreads over the skin in contact 
dermatitis, the authors were chiefly interested in demonstrating whether an epi- 
dermal pathway is necessary. Ii the cut surrounding the treated island of skin 
was deep enough to reach the muscles of the trunk, a general sensitization of the 
skin was not observed. However, if the cut was more superficial and the under- 
lying cutaneous muscles were spared, then sensitization developed. The signi 
ficance of the results was discussed in relation to the anatomy and physiology of 
the lymph vessels. 


THE MANNER OF GROWTH OF FROG CARCINOMA, STUDIED BY DrrReEcT MIcROoscopK 
EXAMINATION OF LIVING INTRAOCULAR TRANSPLANTS. BALDWIN LUCKE and 
H. SCHLUMBERGER, J. Exper. Med. 70:257 (Sept.) 1939. 

The authors have applied the technic of microscopic examination with a slit 
lamp for observation of tumors implanted in the anterior chamber of the eye. The 
method allows observation of details of form of the tumor as well as arrangement 
of constituent cells and manner and rate of growth. The changes can be recorded 
objectively by photograph. 

Lucké and Schlumberger conclude that neoplastic growth is not as anarchic as 
is suggested by histologic sections of some tumors. Lyncu, St. Paul. 


THE RHEUMATIC SUBCUTANEOUS NODULE AND SIMULATING Lesions. H. Ket, 

Medicine 17:261 (Sept.) 1938. 

Keil reviews the early descriptions of rheumatic nodules and discusses the 
differential diagnosis of such nodules. 

The typical rheumatic nodule is subcutaneous and is covered by intact skin; 
it is attached not to the skin but to the deeper structures. The nodules are more 
common with severe rheumatic fever and are almost always indicative of cardiac 
involvement. They are also more common with the more severe degrees of 
cardiac involvement—aortic lesions and pericarditis. The gravity of the prognosis 


roughly parallels the number and magnitude of the lesions. Children exhibiting 
rheumatic subcutaneous nodules have rarely been recorded as having lived to 


maturity. 

The similarities and differences between subcutaneous nodules and Aschoff 
bodies are discussed. The former are macroscopically visible and palpable; the 
latter are microscopic. Necrobiosis occurs more commonly in the former than in 
the latter. The subcutaneous lesion is exudative; the lesion in the heart is pro- 
liferative. Multinuclear cells occur more often in the Aschoff body. This heals 
by scar formation; the subcutaneous nodule, sometimes by calcification. Supra- 
vital stains indicate considerable similarity between rheumatic nodules and the 
nodules of rheumatoid arthritis, and the author concludes that histologically the 
rheumatic nodule is not a specific lesion, with the possible exception of infiltrations 
in the galea aponeurotica, and that its recognition should be based on clinical 


criteria. Limper, Louisville, Ky. [Am. J. Dis. CuIbp.] 


OstTEITIS TUBERCULOSA MULTIPLE CyYSTOIDES AND SaArcoip Lesions. A. E. 
Conno_Ly, Brit. J. Radiol. 11:25 (Jan.) 1938. 


In osteitis tuberculosa the pseudocystic areas are due to granulomas which 
replace the bony tissue and which at times may expand and even perforate the 
bony shell. The formation of sequestrums is rare; periosteal reaction is absent, 
and joints are usually not involved. The small bones of the hands and feet are the 
most frequently involved. The osseous changes are often associated with tuber- 
culoid manifestations in the skin. 

Boeck described “sarcoid” lesions as a generalized granulomatous disease 
appearing as disseminated small nodes, grouped large nodular forms or a diffuse 
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nfiltration. The lesions predominate in the lymphatic system, lymphatic glands, 
onsils, bone marrow, spleen, lungs and liver and also in the skin, where the 
lermatoses are recognized as Boeck’s sarcoids. The lesions may be associated with 
tuberculosis, leprosy or syphilis. The granulomatous tissue, originating in the 
medulla, slowly permeates the bone, thereby producing various roentgenologic 
changes, depending on the extent of the change. Cystlike areas are usually located 
in the heads of the bones and are clearly defined and round, oval or heart shaped. 
The cavities may be central or peripheral. When they are peripheral, there is a 
localized distention of the bone in which erosion of the thin shell may produce a 
large cavity continuous with the soft parts. There is another form, a “Grille 
type,” which is an exaggerated form of the diffuse type already mentioned. The 
lungs may be the site of abundant infiltrations about the bronchi and blood vessels. 
Sarcoid appears to be an infectious granuloma, occupying a place between tuber- 
culosis and leprosy. Three cases are reported. In case 1, a 2 year old girl had 
tuberculous dactylitis, involvement of the radius, ulna, humerus and lower jaw 
and calcification of the intrathoracic glands. In case 2, that of a girl 16 years of 
age, there was tuberculosis of the dorsal portion of the spine. In case 3, a woman 
aged 34 had nodules on the hands and forearms, cystic changes in the hands and 
feet, increased hilar shadows and nodular infiltrations in the central parts of the 


lungs, and sarcoid. Sourre, Chicago. [Am. J. Drs. Cump.] 


STOMATITIS OF VITAMIN-Be DEFICIENCY TREATED WITH Nicotinic Acip. Purtrp 
MANSON-BaAuR and QO. N. RANsForp, Lancet 2:426 (Aug. 20) 1938. 

The authors report beneficial results with nicotinic acid in a woman aged 62 
who for five years had had morning diarrhea. Stomatitis and glossitis appeared 
promptly after the onset, followed in eighteen months by parasthesias in one leg. 
She was twice admitted to a hospital for gastric ulcer; subsequently a diagnosis 
of sprue was made. Eventually she was placed on a full diet with an alkaline 
mixture and was given 150 mg. cf nicotinic acid daily. In ten days she was dis- 
charged from the hospital. Intolerance to the drug was discovered after ten days 
of administration, and the dose was reduced to 50 mg. daily. The toxic effects 
continued. These consisted of stinging pain at the angles of the jaw and radiating 
tc the ears, faintness and flushing of the face. This was followed by an “urticarial 
rash” on the chest, arms and thigh, which disappeared without treatment. 

KRrINSKY, Boston. [ArcH. Neuro... & Psycutat.] 


Wuite Foretock: A New Mutation. A. M. Nussey, Lancet 2:947 (Oct. 22) 
1938, 

Cockayne in 1933 divided persons with white forelocks into (1) piebald persons 
(having unpigmented patches of skin in addition to the white forelock) and (2) 
persons with white forelock only. In both groups the abnormality is present at 
birth and as a dominant character is handed down direct from generation to 
generation. Occasionally the white forelock appears as a mutation in a family in 
which no such abnormality was known before, but once established its transmis- 
sion occurs in the usual dominant fashion. Pearson recorded such an instance, 
and now Nussey records such a case of white forelock in a 10 year old boy. 

LANGMANN, New Yerk. [Am. J. Dts. CHILp.] 


Mittrary CuTANEoUS TUBERCULOSIS ASSOCIATED WITH MILIARY PULMONARY 
TUBERCULOSIS OF CHRONIC Evo_uTtion. R. Decos, R. Perrot and O. DELZANT, 
Bull. Soc. franc. de dermat. et syph. 46:317 (March) 1939. 

The authors observed an interesting eruption in a child aged 6 years. It was 
generalized and consisted of small papules showing a yellow infiltration under 
diascopic pressure. The dermatosis was associated with miliary pulmonary tuber- 
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culosis, which in turn was remarkable because cf its torpid, prolonged, apyreti 
character. The pulmonary infection was regarded as a primary one _ beginning 
after measles (turning of the cutaneous reaction to tuberculin). 

The authors stated that the lesions were similar to those described by Tilestor 
and by Leiner and Spieler. The histolcgic sections showed tuberculoid structure. 
Tubercle bacilli were found in the gastric contents. 


“693” (SULFAPYRIDINE) AS A LocaL APPLICATION. P. CUILLERET, J. PELLERA1 
and J. PetsseL, Bull. Soc. frang. de dermat. et syph. 46:597 (April) 1939, 
The authors used sulfapyridine (2-[paraaminobenzenesulfonamido]-pyridine) 
powder in the local treatment of pyoderma and also cf impetigo, sycosis and vege- 
tating bromoderma and iododerma. The crusts were removed, and the lesions wert 
cleansed with distilled water and dried twice daily; then the powder and dry 
dressings were used. The results in all cases were satisfactory, equal if not 
supericr to those obtained by the usual methods of treating pyogenic dermatoses. 


PRELIMINARY NOTE ON THE UsE oF “693” (SULFAPYRIDINE) IN LocaL APPLICa- 
TIONS. GrRARD, J. DELBOs and R. JAUBERT, Bull. Soc. frang. de dermat. et 
syph. 46:603 (April) 1939. 

Girard, Delbos and Jaubert used 20 per cent of sulfapyridine (2-[paraamino- 
benzenesulfonamido]-pyridine) in either a stearate cream or equal parts of hydrous 
wool fat and petrolatum. The former vehicle was preferred for lesions on the 
face. The results were encouraging in cases of impetigo and sycosis, and the 
authors state the belief that the preparations had definite value in streptococcix 
and staphylococcic cutaneous infections. LayMon, Minneapolis. 


SUBCUTANEOUS ADIPONECROSIS AND LIPOGRANULOMATOSIS IN AN INFANT. G. 
Froia, Arch. ital. di pediat. 5:212 (June) 1937. 

This is a report of a classic example of lipogranulomatosis subsiding after a 
longer course than usual (thirteen months). Histologically the lesions appeared 
in the deep layers of the dermis and the subcutaneous tissues and were characterized 
by a granulomatous reaction. There were numerous histiocytes in various stages, 
giant cells and zones of hyaline degeneration. The bibliography is extensive. 

Doo.tey, New York. [Am. J. Drs. Cuttp.] 


A CASE OF HYPERNEPHROMA WITH CUTANEOUS METASTASES. A. MARTINS De 
Castro and WALTER BUNGELER, Arch. de dermat. e syph. de Sao Paulo 2:77 
(Sept.-Dec.) 1938. 


The authors report a case of primary hypernephroma in the left kidney with 
metastases to the skin of the chest and the breasts. The cutaneous lesions were of 
two types. Of one type were the discrete nodules on the surface of the right breast. 
The other lesions manifested themselves as a diffuse extensive and deep infiltration 
of the skin of the chest and both breasts. The skin was dark red, thick, tender and 
scleroderma-like. The patient was a woman aged 67. 


EXTRAGENITAL LYMPHOGRANULOMA VENEREUM, ON THE TONGUE AND CERVICAL 
Nopes. Ramos and J. Sirva, Arch. de dermat. e syph. de Sao Paulo 2:87 
(Sept.-Dec.) 1938. 

The author reports a case of extragenital lymphogranuloma venereum. A man 
aged 21 had a primary lesion on the tongue. Cervical adenopathy was observed, 
and the Frei reaction was positive. Histologic examination of the gland and the 
lesion on the tongue was made by Professor Favre, who made a diagnosis of 
lymphogranuloma venereum. Creottaro, New York. 
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)ERMATOGENOUS CATARACT. A. WINKLER, Arch. f. Ophth. 189:526 (Nov.) 1938. 

To the many reported cases of cataract in young adults accompanied by cutan- 
us manifestations, such as eczema or neurodermatitis (Daniel, R. K.: Tr. Sect. 
phth., A. M. A., 1935, p. 50), the author adds a case of his own. A man aged 
7 had been suffering from pruriginous eczema intermittently since the age of 4. 
Since reaching the age of 18 he had never been free from eczema. Both lenses 
were cataractous (vision in the right eye, perception of light; vision in the left 
eye, 6/18) and showed, in addition to nuclear and cortical opacities, the subcapsu- 
lar, anteriopolar, shield-shaped opacities characteristic of cataract associated with 
eczema. Examination by the internist revealed abnormally high values for indican, 
tryptophan and phenolic substances in the urine. A disorder cf the gastrointestinal 
tract could be ruled out. The urinary observations were interpreted as signs of 
abnormal protein metabolism. The hepatic function was not impaired. The pos- 
sibility cf the eczema being a manifestation of allergy was apparently not con- 


sidered. KRONFELD, Peiping, China. [ArcH. Opnutu.] 


ERYTHRODERMA PROGRESSIVUM SYMMETRICUM (GOTTRON) OF CONGENITAL ORIGIN. 
H. HULLstruNG, Dermat. Wchnschr. 107:889 (July 23) 1938. 

A patient, aged 20, was observed in whom a cutaneous eruption had first 
appeared two months previously. The eruption consisted of sharply marginated 
keratotic erythematous areas on the extensor surfaces of the hands, feet, elbows 
and knees, on the posterior edge of each axilla, over the lumbar portion of the 
spine and around the anus. While the condition suggested Brocq’s érythrodermie 
ichthyosiforme congénitale, the hyperkeratoses of the palms and soles, the involve- 
ment of the face and the formation of bullae in the hyperkeratotic areas were 
absent. Hiullstrung believes the condition to be erythroderma progressivum 
symmetricum, as described by Gottron, and concludes that it is a congenital con- 
dition, though no similar disease was known to have occurred in other members 
of the patient’s family. 


A Case or Actinomycosis Pepis. A. D6ésa, Dermat. Wehnschr. 107:894 (July 
23) 1938. 
Dosa describes a case of mycetoma in a 57 year old woman. The organism 
was grown in aerobic cultures on malt agar and on blood serum agar and was 
classified as Nocardia bovis. 


Mycosis FUNGOIDES ATROPHICANS FOLLOWING A PrREMycoTIC STAGE \WHICH 
RESEMBLES PRURITUS WIITH LICHENIFICATION. WILHELM MILBRADT, Dermat. 
Wehnschr. 107:923 (July 30) 1938. 


Milbradt reports tumors of mycosis fungoides on the generalized atrophic 
skin of a woman aged 46. At the age of 31 she had had severe pruritus with 
lichenification which was kept within the bounds of tolerance by treatment, 
though it had become generalized in recent years. She gradually lost weight and 
died of intercurrent pneumonia. 


OcciPITAL PUNCTURE IN THE HANDS OF THE DERMATOLOGIST. BELA Potony, 
Dermat. Wchnschr. 107:927 (July 30) 1938. 


The author believes that the majority of dermatologists are unnecessarily 
afraid of cisternal puncture. He points out the advantages which permit of more 
frequent testing of the spinal fluid and states that with good technic and a proper 
regard for contraindications (severe arteriosclerosis, extensive tumor of the brain, 
deformity of the skull following injury and folliculitis of the nape) bad results 
need not be feared. 
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KNUCKLE Paps. WALTHER KRANTZ, Dermat. Wchnschr. 107:945 (Aug. 6) 193s 


The author describes knuckle pads, presenting photographs of the 2 he ha 
observed. He reviews the literature on the condition, including Milian’s repo: 
on keratomes en nappe des niains and Vorner’s paper on helodermia simplex « 
annularis and states the belief that the diseases are the same. 


CURE IN THE TREATMENT OF Lupus. C. F. Funx, Dermat. Wehnschr. 107:973 
(Aug. 13) 1938. 

The author points out the difficulty of performing a satisfactory plastic opera 
tion to repair tissue destroyed by lupus vulgaris. He states the belief that in 
general the operations are unjustifiable, owing to the danger of lighting up the old 
process because of the lack of criterion of a complete cure. He prefers the use 
of a maqulage-like prosthesis to repair large areas. 


PATHOGENESIS OF HYPERKERATOSES IN GOLD DeRMATITIS. SIGMUND Kovics, 

Dermat. Wehnschr. 107:977 (Aug. 13) 1938. 

After seventeen injections of a gold preparation for pulmonary tuberculosis, 
a generalized erythematous eruption developed in a patient, with numerous 
hyperkeratotic warty lesions. Microscopically the lesions were indistinguishable 
from verrucae vulgares. The author considers three possible explanations for 
them: (1) the coincidental development of verrucae vulgares, (2) the possibility 
of a tuberculous origin and (3) the combination of the allergic response of the 
skin of the tuberculous patient with the biotropic effect of the gold preparation. 
He is inclined to accept the third explanation. Taussic, San Francisco. 


NEw OBSERVATIONS ON IrITIS ROSACEA: ReEporT OF A CASE. E. OLAn, Klin. 
Monatsbl. f. Augenh. 100:714 (May) 1938. 


A man aged 54 had never suffered from any ocular condition until two weeks 
prior to his admission to the hospital. His left eye suddenly became reddened, 
and pain and photophobia of a minor degree were present, but vision remained 
satisfactory. The left eye showed slight injection; the cornea looked healthy and 
was free from precipitates. The peripheral zone of the iris was an even brownish 
gray, and the design was indistinct; the pupillary zone was of normal color, and 
the design was well defined. The pupillary reaction to light was sluggish. The 
pupil dilated promptly but moderately on instillation of scopolamine hydrobromide, 
only the pupillary zone being affected. The vitreous and fundus were normal. 
The dilatation of the pupil remained unchanged, although scopolamine hydro- 
bromide was instilled daily. The peripheral, or ciliary, portion of the iris did not 
react until after the patient’s recovery two months later. Obesity, facial rosacea 
and atrophy of one testicle were noted. Two brothers presented the same 
symptoms, whereas the patient's sisters were slender, and the skin of their faces 
was white. 

Olah stresses the fact that rosacea was not observed in the conjunctiva or 
cornea, contrary to their involvement in the other 5 recorded cases of iritis 
rosacea. Hence, the iritis rosacea of Olah’s patient was primary and was not 
the secondary result of a toxicity arising from the cornea, as pointed out by Salus, 
The endocrine origin was proved by the result of hormonal therapy, which con- 
sisted of injections of a combination of extracts of the thyroid and adrenal glands, 
the testis and the pituitary gland. A trial of this treatment is recommended in 
cases in which the condition is resistant to therapy, as it may be used without risk. 


TREATMENT OF ROSACEA WITH EXTRACT OF THE CORTEX OF THE ADRENAL GLAND. 
R. Tuer, Klin. Monatsbl. f. Augenh. 102:394 (March) 1939. 
An ointment containing zinc ichthammol has yielded good results in keratitis 
caused by rosacea but has failed in many cases, some of which were reported by 
Claussen and by Wilhelm. Thiel refers to contributing disorders in rosacea, such 
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subacidity, constipation, anemia and endocrine dysfunction, especially prior to 
during the menopause, and mentions Wadel’s satisfactory experience in cases of 
sacea with extracts of the hypophysis and of the cortex of the adrenal gland. 
wo cases of Thiel’s own observation are reported in which rosacea of the face 
ith recurring keratoconjunctivitis resisted various treatments. Both patients, a 
ian aged 43 and a woman aged 51, recovered promptly after injections of an 
wqueous solution of extract of the cortex of the adrenal gland prepared by a 
special method. The man received eight injections and the woman fifteen. 
Equally good results were obtained in 8 other patients. No untoward symptoms 
leveloped except in 1 patient, in whom small abscesses formed at the site of the 
injection, and they were attributed to local allergic reaction. 
STOLL, Cincinnati. [ARCH. OPHTH.] 


\ Case oF NoMA witH Recovery FoLLOWONG ADMINISTRATION OF QUININE. 


ILcCHENKO, Vrach. delo 20:151, 1938. 

The noma occurred in an 8 year old girl in the course of influenzal pneumonia 
and was so extensive that the surgeons refused to undertake any operative procedure. 
In view of the grave prognosis given, the parents decided to take the child home. 
Ilchenko, however, was able to administer to her before her discharge two injections 
of a 10 per cent solution of quinine in doses of 3 cc. each. A mouth wash of 
potassium permanganate solution was likewise recommended. Two weeks later the 
child came to the clinic completely recovered. The author, not having had the 
opportunity to try this form of therapy in a larger series of cases, urges other 
physicians to investigate along this line. 


Boper, Los Angeles. [Am. J. Dis. Cuitp.] 
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DERMATOLOGICAL CONFERENCE OF THE 
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Epwarp A. O iver, M.D., in the Chair 
HERBERT RATTNER, M.D., Acting Secretary 


Chicago, Sept. 30, 1939 


Psoriasis (Pustular) or Bacterid? Presented by Dr. Francis E. SENEAR and 
Dr. THEODORE CORNBLEET, Chicago. 

Mrs. C. L., aged 24, has had an eruption on the palms and soles for tw 
years. 

At the present time the eruption is practically confined to the soles, particu- 
larly the left. The patches are sharply defined, superficial, reddish and scaly 
and are located at the tips of the toes, with a larger patch on the ball of the 
foot. Flat pustules are present as insets in the patches. The number of pustules 
varies from time to time. Three different examinations showed them to be 
sterile. There are no lesions elsewhere. 

The eruption has been resistant to all forms of local therapy. 


DISCUSSION 


Dr. RicHarD Weiss, St. Louis: I think that Drs. Senear and Cornbleet were 
right in presenting this patient with a diagnosis of pustular psoriasis or bacterid. 
I was unable to make a diagnosis on one observation and have grave doubts that 
any one can readily make a diagnosis, even on more extended observation, in 
such cases. 

Dr. Howarp J. Parkuurst, Toledo, Ohio: This condition is stubborn, but 
I know of some instances in which the condition was cleared up after the removal 
of infected tonsils. Since this patient has never had a tonsillectomy, I think the 
tonsils might well be inspected. 

Dr. Harry R. Foerster, Milwaukee: I should like to express an objection 
to the practice of making a diagnosis of pustular psoriasis in cases of this type 
on clinical grounds alone. Unless there are typical lesions of psoriasis elsewhere 
than on the palms or soles, that diagnosis should be supported by histologic 
evidence of psoriasis. 

Dr. JAMES H. MitcHe.tt, Chicago: The patient has typical pitting of the 
finger nails, such as occurs in psoriasis. I have a patient under observation who 
at first had classic psoriatic lesions on the trunk and lower extremities. These 
have cleared, and he now has lesions on the palm comparable to the lesions on 
the left foot in the case under discussion. I did not see any lesions comparable 
to those described by Andrews (Andrews, G. C.: Diseases of the Skin, Phila- 
delphia, W. B. Saunders Company, 1930, pp. 434-455), but I believe that the 
patient presented now has a psoriatic lesion on the sole and has had, and probably 
will have again, psoriasis in other areas. 

Dr. THEODORE CORNBLEET, Chicago: I have inspected the patient’s tonsils, and 
so for as I can tell they are not infected. This of course does not mean that 
their deeper tissues are not infected. The patient has not responded to any 
treatment directed against a fungous infection or against psoriasis. 
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Poikiloderma Atrophicans Vasculare, Dermatomycosis and Onychomy- 

cosis. Presented by Dr. S. W. Becker and Dr. M. E. OBeRMAYER, Chicago. 

Mrs. L. S., aged 49, was first observed at the dermatologic clinic of the 
University of Chicago on Aug. 4, 1939. She stated that she had had dry skin 
ul her life and a pruritic vesicular eruption on the feet for the past four years. 
[he eruption which caused her to seek medical advice had been present for about 
one year. It first appeared on the breasts as “brownish spots” and spread slowly 
but steadily to involve the entire breasts and the adjacent skin, the extremities and 
the lower part of the back. Subjective symptoms consist of slight pruritus and 
a feeling akin to pain. 

The patient reported having been ill for years, with four “nervous breakdowns,” 
which consisted chiefly of hysterical attacks of laughing and crying. She still 
cries at the slightest provocation, has pains all over her body, feels her heart 
beat fast, becomes nauseated and has lost about 18 pounds (8.2 Kg.) in three 
months, despite an excellent appetite. She drinks considerable quantities of water 
and has nocturia (three to four times). 

Physical examination showed moderate hypertension, tachycardia and a ventral 
hernia. 

Examination of the skin shows plaques that are erythematous and _ telangiec- 
tatic, with scaling, definite atrophy and slight pigmentation. There are also a 
scaling eruption of the feet and thickening of the nails. Fungi were demonstrated 
in scrapings from the skin and large toe nails. The skin in several areas is 
ichthyotic. 

Diagnoses of poikiloderma (Jacobi), epidermophytosis and onychomycosis were 
made. 

The Kolmer and Kahn reactions were negative. Examination of the blood 
gave negative results except to reveal 7 per cent eosinophils. Urinalysis showed 
sugar (4 plus). Further investigation showed that the patient had definite diabetes 
mellitus, and she is now on diabetic management, without insulin. 

Microscopic examination showed the epidermis to be thinned in its entirety, 


with practically complete loss of rete processes. The stratum corneum was thick- 
ened. The stratum granulosum was normal. The stratum mucosum was thinned 
irregularly. Directly beneath the epithelium, involving the superficial portions of 
the cutis, was a loose edematous infiltrate composed chiefly of round cells. In one 
area of its superficial portion near the epithelium there were some hyaline masses. 
The remainder of the cutis appeared normal. 


DISCUSSION 
Dr. Paut A. O'Leary, Rochester, Minn.: I believe that this patient has 
poikiloderma atrophicans vasculare. The cutaneous picture is not unlike that 
which Dr. Becker recorded some years ago under the title of generalized 
telangiectases (Becker, S. W.: Generalized Telangiectasia: A Clinical Study, with 
Special Consideration of Etiology and Pathology, ArcH. Dermat. & SypuH. 14: 
387 [Oct.] 1926). 


Mycosis Fungoides. Presented by Dr. J. H. MitcHELL and Dr. J. R. WEBSTER 
(by invitation), Chicago. 

J. M., a white man aged 34, complains of an eruption of four and a half to 
five years’ duration, with new lesions developing from time to time during that 
period, and as far as the patient has noted, none of the lesions have undergone invo- 
lution. On interrogation the patient stated that he did not take drugs of any 
kind and then said he had taken an “Indian herb leaf tea” occasionally as a laxa- 
tive but had not used any other cathartic. Until four months ago there was only 
occasional moderate pruritus, but since then some of the lesions on the legs have 
at times been pruritic, and there has been a burning sensation. The administration 
by mouth under our direction of a relatively large dose of phenolphthalein failed 
to modify the appearance of the lesions. 

General physical examination gave essentially negative results. The lesions 
were and are now most numerous on the lower extremities, although the trunk 
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and arms are also involved to some extent. The patient has been under our 
observation since February 1939. During most of that period the lesions have 
been only slightly, if at all, elevated or indurated. However, in the last four 
months some of the lesions have become slightly thickened and palpably indurated. 
They are well defined, irregular patches of varying size and brownish red, the 
red component being clearer in some lesions than in others. 

Histologic examination showed moderate hyperkeratosis and the presence of 
some leukocytes in the epidermis, but the important changes were in the corium. 
There was a cellular infiltrate, moderately diffuse, in the upper third of the cutis 
and fairly well defined at its lower border, although accompanying some _ blood 
vessels into the lower levels. The cells were predominantly lymphocytic, but there 
was much variation in size and in staining qualities, many of the cells having large 
clear oval nuclei. There were considerable pyknosis and some eosinophilic granular 
debris among the cells. 

Examination of the blood showed 10,000 leukocytes per cubic millimeter, 50 per 
cent neutrophils, 2 per cent eosinophils, 2 per cent basophils, 45 per cent lympho- 
cytes and 3 per cent monocytes. 

The patient was presented before the Chicago Dermatological Society in March 
1939 (ArcH. Dermat. & SypH. 40:624 [Oct.] 1939). After this he was given 
solution of potassium arsenite (Fowler’s solution) up to 5 drops three times a day 
after meals for three weeks, but there was no change in the character of the 
eruption; then, because of gastrointestinal intolerance, this medication was stopped. 
Two exposures to roentgen rays, each of 75 r, with an interval of ten days between 
treatments, had no effect on the lesions on the back of the left leg and thigh. The 
only local treatment has been application of solution of calcium hydroxide. The 
only change during the period of our observation has been an increase in the 
degree of induration of some lesions during the last few months. 


Mycosis Fungoides. Presented by Dr. J. H. MircHetrt and Dr. J. R. WesstTER 


(by invitation), Chicago. 

E. S., a white man aged 44, first noticed the gradual appearance of lesions on 
the trunk and extremities some time during December 1938, Pruritus was mod- 
erate at first, but as the lesions enlarged and became thicker, it increased in inten- 
sity until at times it was severe. He had been taking no medication by mouth, 
specifically no cathartics, nor had he received any injections. The only treatment 
used had been application of zinc oxide ointment locally. He was first seen by us 
on May 12, 1939. 

At that time a general physical examination gave essentially negative results. 
The lesions were sharply defined, abruptly elevated, flat-topped papules and plaques, 
varying from the size of a pea to that of an adult palm. The average elevation 
was 1 to 2 mm. above the level of the surrounding skin, and induration was per- 
ceptible. They were somewhat dusky red, and the surface carried a fine adherent 
scale. They were distributed on the trunk and the proximal portions of the extrem- 
ities, with concentration in the regions of junction. 

Histologic examination showed moderate acanthosis and some leukocytes in 
the epidermis. In the upper third of the corium, sharply limited below, was a 
diffuse, densely cellular infiltrate in a delicate stroma with dilated blood vessels. 
The infiltrate was distinctly polymorphous, with many cells with large, oval, 
clear-staining nuclei, but the cells were predominantly of the lymphocytic series. 
In certain areas there were considerable pyknosis and granular eosinophilic debris. 

Examination of the blood showed 9,900 leukocytes per cubic millimeter, 63 per 
cent neutrophils, 2 per cent eosinophils, 1 per cent basophils, 33 per cent lympho- 
cytes and 1 per cent monocytes. 

From May 27 to June 19, 1939, the patient received in four treatments at 
weekly intervals a total of 220 r of unfiltered roentgen rays on the anterior portion 
of the trunk. Rapid and complete involution of the lesions occurred in this area, 
leaving some faint brownish stains at the sites of the lesions. Since then no 
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treatment other than local soothing preparations has been used. New lesions have 
appeared in areas previously clear, and those not treated have enlarged slightly. 
Within the last month some redness, thickening and scaling have appeared on 


the upper eyelids. 


Mycosis Fungoides. Presented by Dr. MicnareLt H. Esert, Chicago, 

L. M., a Negress aged 39, presents a generalized pruritic eruption. She states 
that she first noticed an eczematous spot on the right biceps seven years ago, 
which appeared and disappeared, with severe pruritus. New eczematous patches 
appeared between the fingers and toes. These also were transient and recurrent. 
Weeping patches appeared about the nipples a little later. About a year and a 
half ago the lesions became more intense and more generalized. The present 
lesions have lasted for several months. Her personal history and family history 
are not significant. 

General physical examination gave negative results. The spleen and the liver 
were not palpable. 

The entire body, including the scalp, is beset with round or oval split pea- 
sized to finger-nail-sized, slightly elevated infiltrated plaques which are slightly 
scaly. Some of the lesions on the back are in the form of segments of circles, 
while other lesions in this region present keratotic follicular plugs. Several pea- 
sized to cherry-sized nodes are present in the axillary and inguinal regions. 

Sternal puncture showed an increase in lymphocytic elements of 20 per cent. 
Examination of the blood showed 3,500,000 erythrocytes and 6,500 leukocytes per 
cubic millimeter, with 50 per cent polymorphonuclear neutrophils, 4 per cent 
eosinophils, 2 per cent basophils, 25 per cent leukocytes, 13 per cent monocytes 
and 6 per cent band forms. There was slight anisocytosis with hypochromia. 

Histologic examination of a section taken from one of the lesions on the back 
showed a well defined band of cellular infiltrate occupying the upper half of the 
corium and separated from the acanthotic epidermis by a narrow band of normal 
tissue. The papillae closely approached the surface. The infiltrate was made up 
of a great variety of cells of various sizes, including lymphocytes and large and 
small reticulocytes, some containing large clear nuclei. Several mitoses were 
present and also a few eosinophils and basophils. 


DISCUSSION 


Dr. E_more B. Tauser, Cincinnati: A report was made that among the 
Negroes mycosis fungoides is rare. I have had 2 cases in which the Negroes were 
observed until their death. 

Dr. RicHarp WeErss, St. Louis: Is it common for Negroes to have no pruritus 
in mycosis fungoides? This woman told me that she had never been bothered 
much with pruritus. 

Dr. Etmore B. Tauser, Cincinnati: My patients had severe pruritus. 

Dr. CLARK W. FINNERUD, Chicago: I think that every one will agree with 
the diagnosis in the last 2 cases in this group, clinically and histologically. The 
unusual case to me is the first one. When this case was presented before the 
Chicago Dermatological Society, as I remember, it created considerable discussion. 
From the section presented today I think that the condition cannot be diagnosed 
as mycosis fungoides. It seems to me to fit in well with parapsoriasis. An 
eruption of this character may subsequently develop into one of the types of 
lymphoblastoma. 

Dr. HAmiILtton MontGoMery, Rochester, Minn.: The first case in this group 
clinically presents the picture of a fixed drug eruption, but the histologic sections 


were typical for mycosis fungoides. The same is true of the case in which the 
condition clinically suggests parapsoriasis. 

Dr. J. R. WesstTer (by invitation), Chicago: I thought that there would be 
considerable discussion on the first case and probably differences of opinion but 
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that the general opinion of the condition on first examination would be a fixed 
drug eruption or parapsoriasis. We felt that we had ruled out the possibility of 
its being a fixed eruption by giving various drugs commonly associated with such 
conditions without modifying the eruption. In regard to parapsoriasis, we felt 
that in such a long-standing case there would be more epithelial changes than 
this picture shows and that the picture in the corium is definitely not that of 
parapsoriasis. All dermatologists are familiar with reports of conditions that 
for a long time presented the clinical picture of parapsoriasis and eventually 
became mycosis fungoides, and I feel that this is such a condition. 

Dr. Micuart H. Esert, Chicago: The patient I presented complains of pru- 
ritus and also scratches a great deal. She states that the eruption started with 
weeping and lesions on the breast and later became generalized. 

I have presented before the Chicago Dermatological Society, besides this 
patient, a Negro with mycosis fungoides (ArcH. Dermat. & SypuH. 33:588 
[March] 1936). The other eventually died of the disease. This is the first female 
patient. She presents keratotic follicular spines which did not show as much 
today as they have on other occasions. Similar spines were noticeable in one of 
the men I showed previously. Hematologic studies revealed no changes, but a 
sternal puncture showed a great increase in lymphocytes and lymphoblasts. 


Lupus Erythematosus. Presented by Dr. ArtHuR W. STILLIANS and Dr. 

E. M. SmitH Jr. (by invitation), Chicago. 

T. J., an Italian woman aged 33, has an eruption on the face, scalp and both 
shoulders. She stated that twenty years ago a papule appeared on the end of her 
nose and spread slowly over the nose. Five or six years later a red swelling 
appeared on the right cheek, which in the course of a few months became thick- 
ened and developed a crusted surface. There was a discharge from both these 
lesions. About the same time flat red lesions developed on the arms; these did 
not become thick or have a discharge but gradually formed soft scars. Twelve 
or thirteen years ago some thin flat pruritic areas developed in her scalp from 
which the hair soon fell and which slowly developed scar formation without dis- 
charge. The last lesions appeared two years ago under the jaw. The patient 
states that exposure to sunlight has always aggravated the lesions. 

The scalp shows several areas of alopecia, with thin, rather sharply demar- 
cated scars. On the nose and cheeks are well defined elevated tumor-like lesions, 
more numerous on the right cheek. They vary from dull purplish red to whitish 
areas of atrophic scar formation. The lesions are soft to firm and while involving 
the skin move freely over the deeper structures. There is no telangiectasia. The 
extensive scar on the lower part of the right cheek is soft. The bilaterally sym- 
metric scars on the shoulders are thin, ovoid and soft, without a total loss of 
cutaneous markings. : 

A Mantoux test showed a strongly positive reaction. The Wassermann and 
Kahn reactions were negative. Roentgenographic study of the chest showed 
numerous deposits of calcium in the lymph nodes of both hilar areas, which may 
be in the glands or in the lungs and “no doubt represent an ancient tuberculous 
process.” No active pulmonary tuberculosis was noted. 

The condition of the patient has improved during the past two years by the 
use of alternating courses of gold sodium thiosulfate and 10 per cent bismuth 
sodium salicylate. 

Microscopic examination showed little hyperkeratosis and no parakeratosis. The 
epidermis was thin and in places consisted of two or three layers of cells. The 
infiltrate consisted mostly of lymphocytes, with a few round cells and epithelioid 
cells, The infiltrate was somewhat scattered throughout the section but was more 
noticeable in the upper part of the corium and around half the hair follicles, blood 
vessels and glandular structures of the corium, The superficial blood vessels were 
widely dilated. 
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DISCUSSION 

Dr. JoHN F. Mappen, St. Paul: I agree with the diagnosis. I recently used 
ulfanilamide in the treatment of acute disseminated lupus erythematosus but had 
o favorable results. 

Dr. RicHARD Wertss, St. Louis: Was this patient presented with a diagnosis 
if discoid lupus erythematosus with dissemination? There were no examinations 
if the blood reported in the history. I thought that the condition was a discoid 
lupus erythematosus and should like to know what the blood counts were. 

Dr. FrepertcK R. ScuMipt, Chicago: The question came to my mind as to 
whether the condition was some form of sarcoid or angiolupoid, but today I 
thought the observations were consistent with the diagnosis offered. 

Dr. Micuaet H. Epert, Chicago: I did not see the section, but clinically 
the lesion on the face was like lupus pernio. 

Dr. MAvuRICE OPPENHEIM (by invitation), Chicago: The lesions on the arm 
and face, I think, are not lupus erythematosus. Some lesions are like atrophia 
maculosa. Palpation of the lesions on the arm gives the impression of a hole, 
and the paper-like condition and the histologic observations are not those of lupus 
erythematosus. The focus of round cells was lacking. Stains of the elastic fibers 
would most likely prove that the condition is not lupus erythematosus, which is 
so often confounded with dermatitis atrophicans, particularly the superficial forms. 
[ should ask the presenters to regard this specifically in this case. 

Dr. CLARK W. FINNERUD, Chicago: I had the feeling Dr. Ebert expressed 
about the lesion on the face. I had not seen the condition on the scalp before, 
but I think it is a good demonstration of lupus erythematosus. The histologic 
section was classic for that disease. 

Dr. E. M. Smiru Jr. (by invitation), Chicago: We have tried to make a 
more accurate diagnosis of lupus erythematosus but have not succeeded. The 
condition is difficult to classify. Roentgenograms of the hands do not show any 
changes in the bones. 


Juvenile Xanthomatosis (Possible Hand-Schiiller-Christian Disease). Pre- 
sented by Dr. Erwin P. ZEISLER, Chicago. 

The onset of the disease in M. F., a girl aged 9 years, occurred twelve 
months ago, with rapid spread and enlargement of the cutaneous lesions. The 
eyes have recently become more prominent. There is a history of thymus hyper- 
plasia in the early part of her life and of some loss of weight recently. There is 
a family history of diabetes. 

Neurologic examination gave negative results. The liver and spleen are not 
enlarged. There is moderate exophthalmos; the fundi and visual fields are normal. 

Examination of the skin shows numerous discrete flat and pedunculated chamois 
yellow tumors chiefly on the trunk, with fewer on the extremities, scalp and eyelids. 
The results of dextrose tolerance tests are shown in the accompanying tabulation: 

First Test, Second Test, 
Milligrams per Milligrams per 
Hundred Cubic Hundred Cubic 
Centimeters Centimeters 
After fasting 
4 hour after administration of dextrose 


1 hour after administration of dextrose 


1% hours after administration of dextrose ‘ 111 


2 hours after administration of dextrose 


3 hours after administration of dextrose 96 


The first test showed increased dextrose tolerance, indicative of pituitary dis- 
turbance. The second test is probably correct. 
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Examination of the blood showed 76.9 per cent hemoglobin, 5,160,000 erythro- 
cytes and 12,850 leukocytes per cubic millimeter, with 53 per cent lymphocytes, 
45 per cent neutrophils and 2 per cent eosinophils. Examination of the urine 
gave negative results. The Wassermann and Kahn tests gave negative reactions. 
Chemical examination of the blood showed: 

Milligrams per Milligrams per 

Hundred Cubic Hundred Cubic 

Centimeters Centimeters 
Dextrose (after fasting) 85 Free cholesterol 88 
Nonprotein nitrogen rare? 30 Cholesterol ester .. - 215 


303 


Total fatty O0ids. 26. cscs. 6a. 650 Total cholesterol 


Roentgenographic examination of the skull showed exaggeration of the vein 
channels in the diploe of the frontal region and prominent digital impressions, 
probably of developmental origin. No defects were observed in the skull or in 
the long bones. 

Histologic examination showed evidence of typical xanthoma. 

There has been no result from a diet low in calories and fats except loss of 
weight. The tumors have continued to multiply and grow, although at a slower 
rate. 


Juvenile Xanthoma. Presented by Dr. Ottver S. Ormssy, Chicago. 

F. C., a girl 4 years of age, presents an eruption which began on one cheek 
when she was 3 weeks old. She has been presented previously before the Chicago 
Dermatological Society (ArcH. Dermat. & SypH. 36:207 [July] 1937; 38:267 
[Aug.] 1938). When she was first presented there was a generalized eruption 
consisting of yellow and brownish yellow nodules and plaques of variable size on 
the scalp, face, lids, neck, trunk and extremities. 

She is again shown to demonstrate the amount of involution the lesions have 
undergone. A large number, particularly on the extremities, have completely 
disappeared. Those of the face and scalp have fiattened and largely cleared up. 
The largest ones on the trunk also show much diminution in size and loss of 
color. In many places pigment only remains. 


DISCUSSION 


Dr. Ciinton W. Lane, St. Louis: I thought that the condition in the case 
presented by Dr. Ormsby was juvenile xanthomatosis. Dr. Zeisler’s patient may 
have Hand-Schiller-Christian disease, as the yellow xanthomatous lesions are 
accompanied by slight exophthalmos and possible beginning diabetes insipidus. 
The third member of the triad, a defect in the membranous bones, is not present. 
In a series of cases presented by an associate and me, none of the cutaneous 
lesions was yellow; in 1 case the eruption was hemorrhagic; in another, papular, 
and in a third, ulcerative. We believe that a more appropriate name for the 
members of the group of generalized idiopathic xanthomatoses is chronic (idio- 
pathic) lipoidosis (Lane, C. W., and Smith, M.: Cutaneous Manifestations of 
Chronic [Idiopathic] Lipoidosis [Hand-Schuller-Christian Disease]: Report of 
Four Cases, Including Autopsy Observations, ArcH. Dermat. & Sypn. 39:617 
[April] 1939). 

Dr. Hamitton Montcomery, Rochester, Minn.: Dr. Zeisler’s patient, I believe, 
shows definite early signs of Hand-Schiiller-Christian disease. The typical triad 
of exophthalmos, rarefaction of the membranous bones and diabetes insipidus does 
not always develop early in the course of the disease. The child shows beginning 
signs of diabetes insipidus and exophthalmos. In Dr. Ormsby’s patient with 
juvenile xanthomatosis it is interesting to note the involution that has occurred in 
many of the lesions. There is no evidence of systemic involvement, and the prog- 
nosis should be good. In patients with conditions like that in Dr. Zeisler’s patient 
the prognosis is often serious. Not all patients with Hand-Schiiller-Christian dis- 
ease show elevation of the blood cholesteral level. 
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Dr. Ricnuarp Wess, St. Louis: I should like to have Dr. Montgomery's 
pinion about the cutaneous lesions in the patient he thinks has Hand-Schiller- 


Christian disease. The 2 patients whose conditions I have had the opportunity 
to study did not have the nodular lesions which this patient showed. The lesions 
were much more inflammatory; most of them were 2 to 5 mm. in diameter and 
were somewhat necrotic in the center. 

Dr. HAMILTON MontcGomery, Rochester, Minn.: Necrotic lesions like those 
that often occur in xanthoma diabeticorum have been referred to by Thannhauser 
as a secondary type of xanthomatosis associated with hyperlipemia, in contrast to 
the primary essential types of xanthomatosis. I believe that the lesions simply 
represent excoriations associated with pruritus. Dependent on the age, an indi- 
vidual lesion of xanthoma may vary greatly in size and in color, shading from 
light yellow to reddish brown. The size and shape of the individual lesion does 
not help in the diagnosis, but the distribution on the flexural or extensor surfaces 
and associated systemic manifestations of various types permit classification of 
the xanthoma. Classification is important from the standpoint of prognosis and 
treatment. 

Dr. WitttAM ALLEN Pusey, Chicago: Thirty-five or forty years ago I was 
interested in xanthoma. I had a patient with extensive xanthoma whose output 
of urine was enormous, but without sugar, and who had a definite disturbance of 
the pituitary body. I had simultaneously a typical case of diabetic xanthoma. So 
far as I know, up to that time no one had observed a case of xanthoma with 
diabetes insipidus. I thought I had familiarized myself thoroughly with xanthoma 
then, but now I feel like a stranger in a land where [I do not understand the 
language. Hand-Schiiller-Christian disease is utterly unknown to me in my 
present stage of ignorance, yet I do not think that much has been added to the 
general knowledge since then. My patient with xanthoma had a large lesion in 
the cornea and others in the larynx that almost killed him before he had a 
tracheotomy. I do not know whether there is so much difference in the knowledge 
of the disease as in the nomenclature, but I can testify as to the difference in the 
nomenclature, 

Dr. Erwin P. ZeIs_ter, Chicago: There are several interesting features in 
the case I presented. I first saw the patient about nine months ago, when the 
lesions were small and few and when there was decided obesity. Since then 
there has been a definite increase in the exophthalmos. Dr. J. H. Hess, who 
has had the patient under observation recently, had the impression that the con- 
dition was Hand-Schiiller-Christian disease. Recently Dr. Lawless has had the 
patient under observation, and I should be glad to hear his opinion. 

Dr. THeoporE K. LAwtess, Chicago: I heard that Dr. Becker had a prepara- 
tion of pancreatic gland, lipocaic, so the patient was sent there for a trial of this 
material. She had been getting pancreatin in the meanwhile, and the mother 
stated the belief that the lesions were smaller. : 

Dr. Oxiver S. Ormspy, Chicago: In the patient presented by me the lesions 
show great improvement. In this type of generalized juvenile xanthoma the 
lesions usually remain indefinitely. In a report on 122 cases of xanthoma 
tuberosum multiplex, McGraw (Am. J. Cancer 18:345 [June] 1933) observed 
15 adults in whom the disease began in childhood. In the McDonough type 
(nevo-xantho-endothelioma) the lesions undergo involution comparatively soon and 
are usually few. 


Leukoderma (Occupational). Presented by Dr. Epwarp A. OLiver, Chicago; 
Dr. Louis SCHWARTZ (by invitation), Washington, D. C., and Dr. Leon H. 
WarrEN (by invitation), Washington, D. C. 

H. I., a Negro aged 44, is 1 of a group of 20 Negroes and Mexicans employed’ 
in a tannery, in all of whom the same type of leukoderma has developed within 
the last year. All have worn the same brand of rubber gloves. A similar con- 
dition was observed in other tanneries, plating works, factories. manufacturing 
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electric apparatus and other places where this particular brand of gloves wa 
worn. The ingredients used in the gloves and the method of their manufactur: 
were obtained from the company making them. Patch tests performed on_ the 
affected workers with the different chemicals showed that an antioxidant caused 
positive reactions on all of them. A few days after the inflammation subsided 
there occurred definite depigmentation at the site of the reaction. The antioxidant 
is known by the trade name agerite alba and is said by the rubber company to 
be the monobenzyl ether of hydroquinone, containing less than 1 per cent of 
unchanged hydroquinone. In the patient's opinion four months were required for 
the depigmentation to develop. 

Examination shows definite depigmentation of the skin of the forearms in the 
areas covered by the heavy rubber gloves. There is no depigmentation about the 
finger tips or on the palms. 

Examination of the blood showed 4,740,000 erythrocytes and 7,900 leukocytes 
per cubic millimeter, 14.3 Gm. of hemoglobin per hundred cubic centimeters and 
a color index of 0.9. The differential count was essentially normal. 

The Wassermann test showed an anticomplementary reaction; the Kahn test 
gave a negative reaction. The pu of skin from the chest was 5 to 5.7. 


DISCUSSION 


Dr. S. W. Becker, Chicago: This depigmentation is interesting, and I know 
of nothing in the literature that can compare with it. It is known that superficial 
burns will destroy melanoblasts and that in patients with the tropical disease 
known as pinta (or carate) permanent leukoderma develops. The depigmented 
plaques are first temporary and then become permanent. The chemical was in 
close approximation with the skin during periods of profuse sweating under the 
gloves, so it had a chance to enter the skin and produce the depigmentation. 
Whether the substance interfered with the action of the oxydase or could have 
interfered chemically with the mother stuff of melanin has not been demonstrated. 
The fact that the pigment is returning may mean that there are no organic changes. 

Dr. Mavric—E OprpENHEIM (by invitation), Chicago: I have observed many 
industrial diseases but never one like this. To me it was surprising to see such 
a condition in a Negro. The pigment is returning, which proves that the con- 
dition is not vitiligo, in which the pigment cells are no longer able to produce 
pigment. It is known that various superficial cosmetics are used to remove pig- 
ment, but no one is able to remove the pigment from nevi of various kinds. Only 
those pigmentations can be removed which are due to the pigmentation of basal 
cells but not if the melanoblasts are the reason of the hyperpigmentation. Dr. 
3ecker is right in supposing that there must be some fermentation or some other 
chemical process which is disturbing the chromatophores. 

Dr. ArtHuR H. Conran, St. Louis: How long had the man been working 
in the tannery before this condition developed? 

Dr. Lreonarp F. Weser, Chicago: Was there a preceding inflammatory 
change? What is the explanation of the lesions on the trunk if the chemical did 
not come in contact with that region? 

Dr. Epwarp A. Otiver, Chicago: I first saw this patient with 18 others in 
May 1939. All of them presented similar types of depigmentation on the forearms 
and in the areas covered by heavy rubber gloves, which extend up a considerable 
distance on the forearms. In some of them the depigmentation is more pro- 
nounced, and in others less so. One patient also presented patches on the buttocks, 
abdomen and chest, presumably due to contact with the gloves. Another pre- 
sented several small areas on the right side of the face. In all the others only 
the forearms and hands were involved. 

There was little if any inflammation preceding the development of the areas. 
In most of the cases patch tests with the antioxidant, agerite alba, gave positive 
results; that is, depigmentation occurred in the course of several weeks. There 
was apparently no loss of hair, but in 1 case there was pigment remaining about 


the hair follicles. 
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A Case for Diagnosis. Presented by Dr. Oriver S. Ormssy, Chicago. 

G. E. W., a man aged 44, presents white areas of various sizes on the fore- 
head and the sides of the face and neck and behind the ears, which appeared three 
years ago. They become exaggerated when the patient stoops; when he is in a 
normal upright position they are much less distinct. No other changes are present, 
and during a year’s observation no change has occurred. There is an incidental 
pruritus ani. 

A photograph is exhibited which was taken by Dr. James H. Mitchell while 
the patient was suspended over a stepladder with his head hanging downward. 


DISCUSSION 


Dr. Paut A, O'Leary, Rochester, Minn.: I think this condition is unique. 
Three diagnostic possibilities came to mind when I looked at the patient: First, 
the lesions may be akin to a blush, a vasomotor instability in which the patient’s 











A case for diagnosis. 


position acts as the trigger. Secondly, I thought of the possibility of a medias- 
tinitis, due either to a lymphoma or to syphilis, in which edema and congestion 
of the face occur when the patient stoops over. The third possibility, and a very 
remote one, is that of atrophic cirrhosis of the liver with associated pulsating 
spider nevi. I believe that the condition is a manifestation of a vasomotor 
neurosis, unusual in that a change of position is necessary to produce it. 

Dr. S. W. Becker, Chicago: When the patient stoops over there is a blush 
over certain areas, but in the upright position there are small, possibly telangiec- 
tatic, patches which remain. I produced friction, and the entire area which was 
rubbed became red; so the condition is not similar to a naevus anemicus. I think 
the pruritus ani is a part of the general functional disorder. I have had patients 
who flushed irregularly, and I think the condition in this patient could be explained 
on a vasomotor basis. 

Dr. Etmore B. TAusBer, Cincinnati: My thought was that this condition is 
a vasomotor instability and that friction would produce the response. 

Dr. CrarK W. FINNERUD, Chicago: This condition reminds me somewhat of 
the hypostatic process commonly seen in the legs. The definite change in color 
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when the patient bends over resembles in appearance such a hypostatic condition, 
in spite of the entirely different localization. The white areas may be dead white, 
and they are in this instance. Tuberculosis, syphilis and other infections can pro- 
duce such vascular changes; of course, the process may be purely idiopathic. 

Dr. Francis E. SENEAR, Chicago: I think that the first suggestion of Dr. 
O’Leary’s is the most likely answer. I believe that this condition fits in with the 
description of the morbid blushing which Dr. Pusey called to my attention some 
years ago (Campbell, H.: Flushing and Morbid Blushing; Their Pathology and 
Treatment, London, 1890; abstracted, Wood’s M. & S. Monographs 7:253 [Aug.| 
1890). I have been interested in such reactions ever since then, and there is 
considerable reference to them in the psychiatric literature, particularly in the 
French literature. 

Dr. WitttAM ALLEN Pusey, Chicago: I do not understand how morbid 
blushing is any explanation for this condition. I do not believe that it makes 
one blush to lean over. There is, rather, a gravity situation to account for the 
congestion when a person is bending over. It occurred to me that the condition 
is a congenital anomaly, analogous to naevus anemicus. I conceive it as a dis- 
turbance of the blood supply of the skin, deficient in the pale spots and increased 
in the red. I think that the fact that Dr. Becker rubbed it and the pale part gct 
red does not preclude that explanation. 

Dr. Oxriver S. Ormssy, Chicago: I have seen patients who had a peculiar 
vasomotor effect on the face in which transient flushing and blanching occurred. 
The condition under discussion differs entirely from that. In the patient the areas 
are permanently white and resemble those in naevus anemicus. When the patient's 
head is in the dependent position the white areas become more apparent, on 
account of the engorgement of the vessels in the surrounding skin. It seems that 
in the white areas the blood vessels are much reduced in number. That they are 
not entirely absent is proved by a reddening that follows the application of ice. 
The condition apparently has no constitutional background. 


Arsenical Dermatitis (Chronic). Presented by Dr. Epwarp A. OLIVER, 

Chicago. 

H. N., a Negro aged 42, was admitted to the Veterans’ Administration Facility 
on Aug. 24, 1939. He was born in Tennessee and has had an eruption for the past 
nine years. His chief complaint is pain in the hands and feet and nodules over 
these areas. His occupation for years has been that of a molder. He admits that 
he has taken medicine frequently by mouth, the contents of which he does not 
know, but he states emphatically that he has never taken “drops.” The general 
physical examination gave essentially negative results. 

The skin of the entire body is dry and atrophic, and shows a reticular type 
of depigmentation. The fingers are covered with warty keratoses. The index 
finger of the left hand shows a large ulcerated squamous cell epithelioma. There 
is a similar lesion on the flexor aspect of the right thumb. There are also scaling 
keratotic lesions on the toes of both feet, with keratoses about the ankles. The 
skin on both heels is thin and tightly drawn. 

Examination of the urine gave negative results. Examination of the blood 
showed 4,460,000 erythrocytes and 8,400 leukocytes per cubic millimeter and 80 
per cent hemoglobin. The Wassermann and Kahn reactions were both negative. 


DISCUSSION 


Dr. NorMAN Topsras, St. Louis: I think that this type of case is encountered 
all too frequently. Many of the patients in my experience give a history of having 
been treated for long periods for psoriasis, dermatitis herpetiformis or ichthyosis 
by physicians in rural districts. The younger generation of physicians is being 
taught more forcibly the danger of persistent arsenical medication. They also 
have more remedies at their command than the older ones. Another important 
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thod of reducing the incidences of arsenical intoxications is to have the phar- 
acist place a “No Refill” label on every prescription containing an arsenical. 


Dr. FrepertcK R. Scumupt, Chicago: I think it is of interest that patients 
often say that they have not taken arsenic by mouth and yet the cases are so 
equent. Several years ago I studied with Dr. Oppenheim in Vienna, where 
observed many cases, and frequently the patients told us that they had not taken 
senic when by examination of the hair the presence of the substance could be 
determined in excessive amounts. 
Dr. MAURICE OPPENHEIM (by invitation), Chicago: I think that this question 
f arsenical dermatitis is a complicated one. I have occupied myself during the 
last ten years working with these eruptions and have published three papers in 
collaboration with the chemist Dr. Fantl (Biochem. Ztschr. 271:332, 1934; Arch. 
Dermat. u. Syph. 170:488, 1934; 175:438, 1936). We found a high percentage 
f arsenic in the dyes of wall papers. How the arsenic enters the organic system 
is an old question. It is the opinion of some authors that entrance is made by 
way of respiration; others consider it via the intestinal tract, but examinations have 
shown that this is not correct. I believe that arsenic enters the system in dust 
that is inspired. The dye need not be green; it can be pink or yellow. The 
arsenic is in pentavalent form in the wall dyes. In the patients sometimes the 
hair or the nails or the scales contain the arsenic; in others it is in the epidermis 
and the connective tissue. It is therefore necessary in every case to examine the 
hair, the nails and the scales, in addition to the urine and stools. No doubt there 
is a type of melanosis in the case that is being presented, and I recommend 
examination for arsenic in the various structures. I believe that the microchemical 
proof of the presence of arsenic in the tissue of the skin (Briinauer and Imemme- 
sheimer and the American authors, Osborne, E. D., Arcu. Dermat. & Sypn. 18: 
37 [July] 1938, and Ayres, S. Jr., and Anderson, N. P., J. A. M. A. 110:886 
{March 19] 1938) is not quite exact, according to my investigations. 
Dr. RicHarp S. Weiss, St. Louis: Arsenic can be readily demonstrated in 
sections of the skin by means of spectroscopic examination. 


Sarcoid (Schaumann’s Syndrome). Presented by Dr. Oriver S. Ormssy, 

Chicago, 

L. M., a white woman aged 31, was presented before the Chicago Derinato- 
logical Society at the annual meeting in January 1937 (Arc. Dermat. & SypnH. 
36:635 [Sept.] 1937). At that time there were brownish red nodules and plaques 
on the face and forehead. There were also lymphadenitis and a spinoventosa-like 
enlargement of the left ring finger. Examination of the blood gave negative 
results, and there were no observations of clinical significance in the tonsils. 

At present brown discoloration remains in the affected areas on the face. 
The adenitis has subsided, and the enlargement of the finger has decreased. 

Treatment has consisted of injections of gold sodium thiosulfate, arsphenamine 
and a salt-free diet. The lesions have largely undergone involution, leaving brown 
pigmentation. 


Sarcoid (Schaumann’s Syndrome). Presented by Dr. THropore CorNBLEET 
and Dr. Henry C. ScuHorr (by invitation), Chicago. 


L. H., a Negro aged 35, is presented with an enlargement of the lacrimal 
glands which developed five years ago. Later enlargement of the parotid glands 
followed, together with obstruction of the nasal passages and symptoms referable 
to the larynx. Still later swellings appeared over the phalanges of the fingers. 
Lesions appeared on the skin two years ago. 

There are nodules varying in size from that of a split pea to that of a pea 
on the face in the region of the nostrils and on the arms. The accessible lymph 
glands are enlarged, as are a few of the phalanges. 

Histologic examination of material from the lacrimal glands, the parotid and 
the nodules in the skin and epididymis showed changes compatible with a diag- 
nosis of sarcoid. 
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Roentgenograms of the hands showed the bones to be rarefied, and roent 
genograms of the lungs showed diffuse infiltration of the hilar regions. 

Under treatment with intracutaneous injections of ascending doses of tuber 
culin there have been focal reactions, with accentuation of the cutaneous lesions. 
as well as of the other visibly affected areas, followed by gradual involution. 


Boeck’s Sarcoid. Presented by Dr. Davin Omens, Chicago. 

I. H., a Negress aged 38, in February 1939 first noticed a flat papule on th 
face which was followed by multiple lesions of the same type on the forearm 
and above the right breast. The lesions have gradually increased in number ove 
these areas. General physical examination gave essentially negative results. 

The lesions vary from split pea sized to dime sized, with coalescence on the 
face. They are oval, flat and elevated from 1 to 2 mm., and most of them have 
a central depression. 

Roentgenographic examination of the chest gave negative results. Examina- 
tion of the sputum on three occasions gave negative results. There was a mildly 
positive reaction to 0.1 cc. of a 1: 10,000 dilution of tuberculin injected intra- 
dermally. The Wassermann and Kahn tests have repeatedly given negative reac 
tions. Examination of the blood shows 5,290,00 erythrocytes and 5,850 leukocytes 
per cubic millimeter. A differential count showed 60 per cent neutrophils, 4 per 
cent easinophils, 28 per cent lymphocytes and 8 per cent monocytes. 


DISCUSSION OF CASES OF SARCOID 


Dr. STEPHAN Epstern, Marshfield, Wis.: The white woman, I thought, 
presented typical lesions of sarcoid. I am not in a position to discuss sarcoid 
in the Negro, as this picture is different from the typical sarcoid that I have 


seen among white persons in Europe. The condition of the second patient, with 


ulcerations around the mouth, might fit into that clinical picture of multiple 
sarcoid-like granulomas in Negroes (Klauder, J. V.: Arcu. Dermat & Sypn. 
12:171 [Aug.] 1925), a disease which is apparently not rare in America and 


which has some relation to sarcoid and lupus miliaris. 

Dr. Francis W. Lyncu, St. Paul: This group of patients presents an inter- 
esting and instructive combination and variety of features. As in Dr. Ormsby’s 
case, improvement is frequently recorded, but the value of therapy is still in 
question. In a talk at Minneapolis during his recent visit to this country, 
Snapper was enthusiastic as to the value of the administration of arsenic, placing 
considerably more emphasis on it then than in his monograph (Snapper, [., and 
Pompen, A. W. M.: Pseudo-Tuberculosis in Man, Haarlem, Netherlands, de 
Erven F. Bohn, 1938). 

Dr. R. H. Scutt, Chicago (by invitation): The case of sarcoid in the Negress 
presented by Dr. Omens interested me, because it is a different manifestation of 
tuberculosis, often unrecognized in Negroes. I encountered a case for the first time 
at the meeting of this society in St. Louis in 1930 (ArcH. Dermat. & Sypu. 23: 
1159 [June] 1931), at which time the condition was described as analogous to 
a type observed in some of the European races. Since then I have seen many 
patients with conditions of this variety, most of whom had been treated previously 
for secondary syphilis. The annular lesions occasionally observed on the scalp 
are often difficult to differentiate clinically from the annular lesions of syphilis. 
This type of sarcoid and its treatment have been described by Dr. Nomland 
(Nomland, R.: Hematogeneous Cutaneous Tuberculosis [Sarcoid] in Negroes: 
Report of Six Cases, ArcH. Dermat. & Sypu. 30:59 [July] 1934). 

I have under my care at present a Negress who has steadily improved with 
intracutaneous injections of old tuberculin. Her initial dose was 0.1 cc. of a 
dilution of 1:1,000; her last treatment was with 0.4 cc. of a 1 to 100 dilution. 

Apparently there is a different type of immunology expressed in tuberculosis 


in the Negro. 
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Dr. S. W. Becker, Chicago: The woman presented by Dr. Ormsby was 
under my care early in the course of the disease. At that time she had an enlarged 
cervical lymph node and swelling of a bone of a finger, and she was advised 
to undergo treatment in a sanatorium. Stokes recommends this type of treatment 
for cutaneous tuberculosis. I question whether this patient can be much relieved 
while carrying on a strenuous occupation, as at present. 

Dr. OLtver S. Ormspy, Chicago: For a number of years it was difficult 
to understand what was meant by Schaumann’s benign lymphogranulomatosis. 
\s a number of patients with this syndrome have been shown before this society, 
the condition is now clear. Schaumann considered it a constitutional disease 
affecting the glands, skin and internal organs, particularly the lungs. The cuta- 
neous lesions are some type of sarcoid, either of the nodular or plaque type or 
lupus pernio. The patient shown today was examined by Dr. Becker, who per- 
formed a biopsy and demonstrated sarcoid histologically. 

A salt-free diet together with injections of tuberculin has accomplished much 
in this case. The diet has also been beneficial in patients with erythema indura- 
tum and with other forms of cutaneous tuberculosis. 

Dr. THEODORE CORNBLEET, Chicago: I am not prepared to discuss the fine 
points in the histologic structure differentiating these two diseases, but the gross 
evidence is characteristic of sarcoid. I think the many clinical, laboratory and 
roentgenographic changes observed in the second case are overwhelmingly in 
favor of Schaumann’s disease. On the other hand, the man shows a definite 
focal reaction to tuberculin, and it has been taught that patients with sarcoidosis 
are not particularly sensitive to tuberculin. I think that this case demonstrates 
the fact that tuberculin therapy may be of benefit in some cases. 


Recklinghausen’s Disease. Presented by Dr. Davin V. Omens and Dr. 

WaLtTeR W. Tostn, Chicago (by invitation). 

B. C., a white woman aged 47, stated that at the age of 25 she first noticed 
small lumps appearing over her body. There were only a few at that time, but 
they have gradually increased in number until at present the skin is practically 
covered with them. Some have remained small and skin colored, while others 
have enlarged greatly and vary from skin colored to bluish red. On the patient’s 
admission to the hospital, her sister stated that their parents and eight sisters 
had had no cutaneous eruption of any kind. She also stated that the patient did 
not attend school beyond the sixth grade. Her menstrual history is normal. She 
has never married. 

General physical examination gave essentially negative results. Her intelli- 
gence quotient is estimated as 25 per cent below normal. 

There is a universal distribution of skin-colored to bluish nodules of varying 
size, from that of a split pea to large pendulous masses which have a soft, 
doughy consistency. Similar lesions are present in the mouth. The hands and 
feet are unusually large, and the nails are thin and atrophic in some areas. 

Examination of the blood showed no abnormal results. The Wassermann test 
gave a negative reaction. The basal metabolic rate was +1 per cent. Roent- 
genographic examination of the chest and of the bones gave negative results. 
Examination of the urine showed negative results. 


DISCUSSION 

Dr. NorMAN Tostas, St. Louis: I was surprised to note no cystic changes 

in the bones and café-au-lait macules. The fibrotic plaque on the dorsum of 

the tongue should be watched for malignant degeneration. My colleagues and I 

try to have patients with neurofibromatosis come in for an annual check-up, which 

includes a roentgenogram of the chest. In 1 case a sarcoma of the rib was 
discovered. 

Dr. Francis W. Lyncu, St. Paul: I think that the facies and the observed 

enlargement of the hands and feet deserve some mention in that they suggest 
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acromegaly. In Recklinghausen’s disease exacerbations during pregnancy are 
common. Such observations suggest that pituitary hyperactivity should be con- 
sidered. 

Dr. Davin Omens, Chicago: I called the attention of Dr. Tobin to the fact 
that the patient has acromegaly of the hands and feet. The first roentgen exam- 
ination showed changes in some parts of the lung as well as in the heart. 


Leprosy (Cutaneous Type). Presented by Dr. Micnuart H. Expert and Dr, 
A. H. SLEpYAN (by invitation), Chicago. 


Leprosy (Cutaneous). Presented by Dr. Davin V. OmeNs and Dr. WALTER 
W. Topsrn, Chicago (by invitation). 


Necrobiosis Lipoidica. Presented by Dr. THroporE CorNBLEET, Chicago. 

S. W., a white woman aged 56, states that during the past year an eruption 
developed on the lower part of both extremities. The lesions began as red 
papules which coalesced with neighboring ones to form plaques. The plaques 
have not been accompanied by subjective symptoms and have shown no tendency 
to clear. 

At present there are several plaques varying in size from that of a finger 
nail to that of a palm, reddish yellow in the center and brownish red at the 
periphery. Telangiectasia is present throughout the older lesions. The borders 
are infiltrated and firm, and the centers are shiny and depressed below the normal 
skin. 

Examination of the blood showed a normal blood sugar level. Total blood 
lipoids were 1.73 Gm.; cholesterol esters, 211 mg., and cholesterol, 320 mg., per 
hundred cubic centimeters. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. THEODORE CorNn- 
BLEET, Chicago, and Dr. F. W. Herreep, Chicago (by invitation). 

K. S., a white woman aged 53, has an eruption of four years’ duration. The 
lesions first appeared as small glossy reddish macules, which increased in size 
by coalescence with neighboring lesions. They are located on the legs and have 
yellowish centers, violaceous borders, telangiectasia and scaling. 

The Wassermann and Kahn tests showed negative reactions. The blood sugar 
was 88 mg. per hundred cubic centimeters. The dextrose tolerance curve was 
normal. The cholesterol content was 218 mg., and the cholesterol esters, 93 mg., 
per hundred cubic centimeters of blood. The total lipids were 1.76 Gm. A fat 
tolerance test with 50 Gm. of fat at the end of six hours showed total lipids, 
2.26 Gm. 

Histologic examination showed slight hyperkeratosis. The papillary layer of 
the dermis was edematous, and in the reticular layer there were numerous tubercle- 
like structures composed of giant cells, endotheloid cells and lymphocytes; these 
structures were particularly noted about hair follicles and sweat glands. The 
picture was suggestive of tuberculosis cutis. 

Sudan stain showed small accumulations of fat in the cornified layer of the 
epidermis and minute granules in some of the cells in the granulomatous lesions 
described. These observations are in keeping with those in necrobiosis lipoidica. 


DISCUSSION 


; Dr. Francis W. Lyncu, St. Paul: Although there can be no question as 
to the correctness of the diagnosis in these 2 cases, the case that is more 
characteristic clinically has the less typical histologic picture, and the one that 
is less characteristic clinically has the more typical histologic picture. In a case 
recently observed at the University Hospitals in Minneapolis the eruption in its 
early stages resembled localized neurodermatitis around the ankle, but the histo- 
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logic changes were typical of necrofibrosis lipoidica. I think that it has been 
sufficiently emphasized that this condition is not always associated with diabetes. 

Dr. NorRMAN Topstas, St. Louis: One of the patients had had arthritis for 
eight years. Since certain types of arthritis are associated with elastic tissue 
degeneration of the joint capsule, there may be a common etiologic factor in this 
case. She also has a patch of atrophy with telangiectasis on the lower lip which, 
| think, is an early necrobiotic lesion. This disease usually occurs only on the 
shins, but lesions have been reported on various parts of the body. 

Dr. HAMILTON MontTGOMERY, Rochester, Minn.: Dr. Hildebrand, Dr. Rynear- 
son and I have recently reviewed 8 cases of necrobiosis lipoidica diabeticorum 
observed in the clinic and analyzed them in relation to those reported in the 
literature, a total of 66. Addition of the 20 cases reported by Boldt (Arch. f. 
Dermat. u. Syph. 179:74 [July] 1939) and referred to in this discussion by 
Oppenheim makes a total of 86 cases of this disease. About 90 per cent of the 
conditions occur in women, and about 90 per cent are associated with diabetes. 
In about 14 per cent of the cases the lesions of necrobiosis have appeared from 
one to five years before the onset of the diabetes. In the cases of the 10 per 
cent of the patients who were regarded as nondiabetic there was frequently a 
history of diabetes in the family, and it is possible that the disease may even- 
tually develop in them too. Blood lipoids are not elevated, as a rule, unless the 
diabetes is severe. In the nondiabetic patients there was no appreciable solution 
of the blood lipoids. 

Dr. Maurice OppENHEIM (by invitation), Chicago: I am_ surprised to 
encounter here so many instances of the disease which I was first to describe. 
There are more cases published in the United States of America than in all 
other countries together; then follow Germany and Italy. I gave this disease 
the name “dermatitis atrophicans et necroticans lipoides diabetica.” I published 
the first case in 1928 (Wien. klin. Wehnschr. 441:1490 [Oct. 25] 1928), and 
Urbach followed me in 1932 (Arch. f. Dermat. u. Syph. 166:273, 1932) and 
introduced the name “necrobiosis lipoidica diabeticorum,” because he noted lipoid 
drops in the necrotic tissue. I observed the lipoid degeneration of the fibers of 
the connective tissue. It has been made known by Unna that collagen if degen- 
erated ends in amyloid and by Kreibich that in lipoid too the elastin degeneration 
ends in colloid. My opinion that in necrobiosis lipoidica there is a lipoid degen- 
eration of the collagen was accepted by Satenstein, Weidmann and others. I 
differentiate the sharp, clearcut clinical features of the disease from other clinical 
pictures observed on the legs, mostly in women. The opinion that traumatic 
lesions of the legs can lead to necrobiosis, as Michelson and Laymon suggested, 
I cannot accept. There are three well defined stages of the disease: (1) a hard 
red papule, (2) a red ring with a yellow center and (3) a central atrophy or 
necrosis so that target-like figures are the result. In the last Archiv fiir Derma- 
tologie und Syphilis Boldt has published a survey of about 75 cases. Forty-five 
cases are acknowledged; in 14 there was no evidence of diabetes. The question 
arises whether diabetes is constantly present in all the cases. Bottrow and Boldt 
stated the belief that the disease is caused by damage to the peripheral blood 
vessels, which is often observed in diabetes. 

I believe that some connection with diabetes is necessary in nearly all cases, 
though the connection may be occult. Antidiabetic therapy, i. e., restricted diet 
and insulin, has no good results. 

I should prefer the name “dermatitis atrophicans et necroticans lipoides dia- 
betica” to “necrobiosis lipoidica diabeticorum,” because the disease starts with an 
inflammation and ends with lipoid degeneration and necrosis. 

Dr. THEODORE CorNBLEET, Chicago: I noticed the changes on the lower lip 
but did not regard them as being in any way due to necrobiosis. I thought that 
they were manifestations of ordinary dermatitis. Neither of the patients has 
diabetes. 30th had normal sugar tolerance tests. In 1 case the lipoids were 
absolutely normal; in the other the cholesterol was elevated. I think it is better 
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to make a fat tolerance test by giving a fatty meal, as demonstrated in both 
cases. There was intolerance for fat, whereas the carbohydrate metabolism was 
normal. Of course, in most cases of diabetes the fat tolerance is eventually 
altered. The patients probably have a potential diabetes. Changes in their fat 
metabolism and skin possibly forebode this. I believe that as time goes on the 
pathogenesis of necrobiosis may be found to be just as much dependent on the 
altered metabolism of fat as on that of the carbohydrates. 


Scleroderma in a Chondrodystrophic Person. Presented by Dr. THrEoporE 

K. Lawtess, Chicago. 

A. S., a boy aged 10 years, has had a progressive stiffness of the fingers 
and feet and patchy thickening of the integument for several years. Accompa- 
nying this has been a generalized hyperchondria with various areas of accentua- 
tion, thus resulting in a diffuse mottled appearance. 

General physical examination shows chondrodystrophy, with generalized sclero- 
dermatous lesions interspersed with pale to dull brown chromic areas. The face 
is thin and slightly marked. The alae nasi are thin, drawn and sclerotic. The 
chest is full, and the abdomen is enlarged, owing to a massive liver which extends 
about 4 fingerbreadths below the costal arch. The fingers are short, stiff and 
glistening. The bony and dermal structures of the feet are as though held in 
rigid tension. 

The skin is mottled and taut, with patches of doughy consistency which are 
variable in size and shape. Over the joints the skin is thin. The normal mark- 
ings are indistinct. There is no evident erythema, nor has atrophy been noted 
as yet. 

The condition has shown some improvement from treatment with gonadotropic 
substance from the urine of pregnant women (antuitrin S) and an anterior pitui- 
tary extract containing the growth hormone (antruitrin G), oil massage and pan- 
creatic extract. 

DISCUSSION 

Dr. Paut A. O’LeEary, Rochester, Minn.: I had the opportunity of seeing 
this boy several months ago, and I felt that he had a chondrodysplasia of some 
type, essentially a dwarfism. In regard to his hands, I do not believe that every 
person who has a hardening of the skin of the hands necessarily has scleroderma. 
In many cases of so-called sclerodactylia, hardening of the skin of the fingers is 
a secondary phenomenon, not a part of scleroderma. I have in mind acrosclerosis 
and various types of arthritis of the hands in which there is an associated cuta- 
neous sclerosis. The condition of the boy’s hands has improved considerably in 
the last few months, probably as the result of the use of local heat and massage. 


Kaposi’s Sarcoma with Lesions of the Face. Presented by Dr. ArtHuR 
W. StTILLIANS and Dr. E. M. Situ Jr. (by invitation), Chicago. 


J. A., a white man aged 72, has multiple small tumors of the face. About 
six years ago a large hard purple tumor mass was excised from the right side 
of the nose. Three years ago he noticed a small red area on each cheek, which 
developed rapidly into a dark reddish purple mass. At this time lesions also 
appeared on the right wrist and on the dorsum of the left hand. Some of the 
lesions are said to have cleared spontaneously. 

General physical examination gave negative results for a man of his age. 

Multiple vascular tumors several millimeters in diameter are distributed over 
the face. Two recently formed tumors, one at the base of the right nostril and 
the other under the left ear, were removed for histologic examination. The 
tumors were approximately 2 cm. in diameter, were more rapidly growing and 
bled easily. One small lesion on the dorsum of one foot had not been noticed 
by the patient. 

The Wassermann and Kahn tests gave negative reactions. 
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Histologic examination showed the main mass of the tissue to be composed 

many angiomatous spaces, of which some were widely dilated and cavernous 

d others were in the papillary layer and characterized by being surrounded by 

predominance of connective tissue. The connective tissue was adult in appear- 
ance in some areas, but in many others the cells were enlarged and the nuclei 
vere large and granular, like those in fibroblasts. While no mitoses were seen, 
there was a tendency to whorl formation of the connective tissue in certain areas. 
There was a moderate amount of hemosiderin scattered through the tumor. It 
tended to be lobulated by dividing strands of connective tissue. 


DISCUSSION 


Dr. Harry R. Foerster, Milwaukee: The histologic observations support 
the diagnosis of Kaposi’s sarcoma. Of special interest are the lesions on the 
face, an uncommon localization, and the numerous small nodular lesions. 


A Case for Diagnosis (Dermatomyositis?). Presented by Dr. ArtHur W. 

STILLIANS and Dr. MAuRICE DorNeE (by invitation), Chicago. 

H. G., a white man aged 66, a shoemaker, about eighteen months ago first 
noticed some slightly pruritic red spots on his arms and legs. Soon after this 
he noticed a puffiness of the face, muscular stiffness and later puffiness of local- 
ized areas on his feet and arms. Hospitalization and treatment on two occasions 
gave some relief for short periods, but with each relapse the puffiness and mus- 
cular stiffness involved more areas. Since the onset of the illness he has had 
two attacks of edema of the glottis that required emergency treatment. He had 
been well prior to this illness. Twelve years ago he had a tonsillectomy because 
of recurring attacks of tonsillitis. 

He is a well nourished man, not acutely ill. There is puffiness of the eyelids, 
and the face is expressionless. He can open his mouth only partially and is 
unable to lift his tongue or to whistle. 

Examination shows scaliness and redness of the scalp. The face and eyelids 
are dusky red and edematous. The chest, back and extremities are edematous. 
The smaller folds of the skin are lost. On palpation there is a solid nonpitting 
infiltration, and the skin is smooth. On the chest and back there is a diffuse 
dusky red macular eruption. On each ankle there is a circumscribed oozing and 
scaling patch. Some atrophy is noted of the shoulder and pelvic girdles. 

Examination of the blood showed 2,800,000 erythrocytes and 9,950 leukocytes 
per cubic millimeter and 66 per cent hemoglobin. The color index was 1. Schil- 
ling’s differential count showed: 71 per cent segmented polymorphonuclears, no 
stab cells, 12 per cent eosinophils, 15 per cent small lymphocytes and 2 per cent 
monocytes. The basal metabolic rate was +17 per cent. Examination of the 
urine gave negative results. Chemical examination of the blood (whole blood) 
showed 32.8 mg. of urea nitrogen, 67 mg. of nonprotein nitrogen and 8.4 mg. of 
calcium per hundred cubic centimeters. A culture of scrapings from the throat 
gave negative results. Culture of washings from the maxillary sinuses showed 
Staphylococcus aureus. The Wassermann and Kahn tests gave negative reac- 
tions. An electrocardiogram showed evidence of myocardial degeneration. 

Roentgenographic study of the chest showed moderate widening of the left side 
of the heart and sclerosis of the aorta. Similar study of the sinuses showed 
chronic inflammatory changes over the maxillary and ethmoid cells. 

Histologic examination of sections of skin and muscle showed the surface to 
be lined by a thin layer of hornifying stratified squamous cell epithelium. The 
papillary layer was atrophied. Beneath there was an increased amount of hyalin- 
ized connective tissue, which showed thickened capillaries and infiltrations with 
lymphocytes, fibroblasts and histiocytes, especially arranged around the blood 
vessels and the sweat glands. This infiltration was also present in the deeper 
areas. Another slide showed striated muscle, the cross striations of which were 
only partially distinct. Some of the fibers were swollen and homogeneous. In 
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some areas around the bundles there were infiltrations with lymphocytes an 
large mononuclear cells. The surrounding connective tissue showed the sam 


granulation tissue as previously described. 

The patient has received eight intravenous injections of typhoid vaccine i1 
doses ranging from 12,500,000 to 75,000,000 bacilli at four day intervals. Improve 
ment was evidenced by softening of the skin over the shoulders, chest and back 
a lessening of the edema of the face and an increase in the mobility of the wrists 
and ankles. 

DISCUSSION 

Dr. Paut A. O'Leary, Rochester, Minn.: I had the opportunity to observe 
this patient for several months beginning in July 1938, and to me the case is a 
striking example of the difficulty sometimes encountered in differentiating scler 
edema, dermatomyositis and acute edematous scleroderma. When I first saw the 
patient the evidence favored a diagnosis of acute scleredema. Dr. Montgomery 
interpreted the skin sections as manifestations of an acute scleroderma, but when 
the muscle tissue was studied the changes were compatible with dermatomyositis. 
The patient had a basal metabolic rate of +54 per cent; so he was given com 
pound solution of iodine, although he did not present clinical evidence of hyper- 
thyroidism and there was no evidence of localized myxedema. A _ considerable 
amount of the edema of the face and of the upper part of the trunk disappeared 
after several weeks’ use of the compound solution of iodine. I thought today I saw 
more evidence of scleroderma of the arms than on any other previous occasion, 
and the patient said that this has become more pronounced in the past six months. 
Likewise, within recent months there has been recurrence of the edema of the 
face. The patient started out with a picture of scleredema of Buschke, was 
observed to have histologic evidence of a dermatomyositis and withering of the 
muscles of the shoulder girdle, which is a manifestation of dermatomyositis, and 
in addition he today shows definite evidence of linear scleroderma of both arms 
As cases of this type have been studied during the past several years, I have 
felt that dermatologists were getting to the point where these conditions could 
be classified easily, but this patient disproves that, because he shows evidence of 
scleroderma, scleredema and dermatomyositis all at the same time. Today he 
also shows on the sides of the neck and on the upper part of the chest mottled 
areas of early atrophy, suggestive of early poikiloderma. 

Dr. FreperIcK R. Scumipt, Chicago: I agree with Dr. O’Leary. Never- 
theless, when one studies this group of dermatoses which is characterized by 
certain observations, one learns that there are certain experimental data which 
suggest that these dermatoses are disturbances not of metabolism but possibly 
of the circulatory system. In other words, certain conditions may be regarded 
as due to disturbances of the peripheral circulation. There are numerous cases 
cited in the literature to show that necrobiosis lipoidica, dermatomyositis, pur- 
pura annularis telangiectodes and erythromelalgia are associated with signs of 
oxygen deficiency. Other symptoms point to the supposition that these derma- 
toses are influenced by vascular spasm. Dr. O’Leary has reported several cases 
in which the condition was improved with oxygen therapy. I have patients in 
whom measures to promote vasodilatation have brought about considerable 
improvement in the condition. 

Dr. HAamitton Montcomery, Rochester, Minn.: I agree with Dr. O'Leary 
that this case is confusing because it presents features of all three diseases. For 
many years I have followed the histologic studies made of these conditions by 
various men that were in the department of dermatology at the clinic, including 
Dr. Nomland and Dr. Brock. Dr. Waisman has recently completed a thesis on 
dermatomyositis. I believe the typical forms of scleroderma adultorum, scleroderma 
and dermatomyositis can be distinguished histologically, In scleredema there is 
simply edema of the connective tissues, little infiltrate and no appreciable vascuiar 
changes. In scleroderma involving the skin, muscle or various internal organs, 
primary obliterative changes are observed about the vessels, and degeneration of 
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1e muscle fibers is secondary to the vascular changes in the small interseptal 
lood vessels. In dermatomyositis one deals with a primary parenchymatous 
legeneration of the muscle bundles, including hyaline, vacuolar and granular 
legenerative changes. Rosenow has obtained positive cultures for streptococci in 
i couple of cases. Secondary calcification is observed in extensive cases of 
cleroderma but not as a rule in dermatomyositis. 

Dr. Ciinton W. Lane, St. Louis: In the reports of many of the cases of 
early dermatomyositis it was stated that there was disturbance of the creatinine 
content. I should like to know whether a study has been made of the creatinine 
content in cases of acute scleroderma and dermatomyositis. 


Dr. Maurice DorNeE (by invitation), Chicago: This patient was presented 
because of the difficulties encountered in attempting to classify his condition. 
After listening to Dr. O’Leary’s remarks I feel that the combination suggested 
by him is the best theory presented thus far. 


Pityriasis Rubra Pilaris. Presented by Dr. S. W. Becker and Dr. M. E. 
OBERMAYER, Chicago. 

J. J., a boy aged 7 years, first came to the clinic on Aug. 29, 1939, because of 
a recurrent scaling eruption on his hands, feet, neck and elbows of eight months’ 
duration. The eruption was first noticed in January 1939, as a redness and 
swelling of the hands and feet after the child had been playing in the snow. 
There was severe pruritus, and after three days the skin began to scale. His 
elbows and knees became affected in the same manner during the next ten days. 
The patient was treated by a physician in Evansville, Ind., with an ointment 
(type not known by the family), and all the lesions cleared in one week. Three 
weeks prior to admission the entire process recurred in the same areas and on the 
neck in addition. A decided thickening of the skin of the palms and soles was 
also noted. 

The skin shows an erythematous scaling eruption with a yellowish tint over 
the neck, elbows, hands, ankles, feet and knees. Individual hyperkeratotic papules 
are noted about the follicles along the line of demarcation of the eruption. There 
are many small fissures over the extensor folds of the involved portions of the 
extremities and decided keratoderma of the palms and soles. 

Examination of the blood and of the urine gave negative results. The Wasser- 
mann and Kahn tests gave negative reactions. The ascorbic acid content of the 
plasma during a period of fasting was 0.9 mg. per hundred cubic centimeters 
(within normal range). The basal metabolic rate was —5 per cent. 

Histologic examination of a section from a diffuse plaque on the wrist showed 
a thick stratum corneum with some parakeratosis. The stratum granulosum was 
thickened and thinned irregularly, and one sweat pore showed hyperkeratosis. 
The epithelium was thickened, with many mitotic figures. The cutis showed 
minimal perivascular infiltrate, with vascular dilatation in its superficial portion. 

A section from an isolated papule on the wrist showed enormous thickening 
of the stratum corneum, with irregular parakeratosis. The stratum granulosum 
was irregularly thickened. Hair follicles and sweat pores showed considerable 
hyperkeratoses. The papillae were somewhat edematous, with minimal round cell 
infiltrate in the superficial dermis. 

DISCUSSION 

Dr. Maurice OpPpENHEIM (by invitation), Chicago: This case is interesting 
to me. There has been some question as to whether pityriasis rubra pilaris and 
lichen ruber acuminatus were identical or not. The members know Devergie’s 
statements. In 1889 Kaposi saw Devergie’s patient, and expressed the opinion 
that the conditions in the 2 cases were identical. When I saw this boy with 
involution of the palms and soles and lesions on the forehead and on the chest, 
which were small, pinpoint-like nodules with hard thornlike scales in the center. 
[ had the same impression. 
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Dr. S. W. Becker, Chicago: One reason we presented this patient was because 
the boy was sent to us some weeks ago from Indiana with lesions of the palms, 
soles and knees. Some irritating or stimulating ointment had been applied. The 
observations did not definitely lead to a diagnosis of pityriasis rubra pilaris. Now 
some definite lesions of that disease have developed. We have given him thyroid, 
which has been recommended by Zeisler (Zeisler, E. P.: Pityriasis Rubra Pilaris 
—Familial Type, Arcu. Dermat. & Sypu. 7:195 [Feb.] 1923). 


A Case for Diagnosis (Prurigo of Hebra? Pigmentation?). Presented by 
Dr. S. W. Becker and Dr. M. E. OperMayer, Chicago. 


A. S., a German mechanic aged 34, was first observed in the clinic on July 13, 
1939, with a history of a cutaneous eruption over a period of nineteen years. He 
first had pruritic “water blisters” between the fingers, which would persist for 
two to four weeks, break and leave reddened surfaces. Some years later blisters 
began to develop between the toes and on the dorsa of the feet, which would 
become pustules and later form crusts. Since May 1939 he has noticed many 
small pruritic papules in the flexors of his arms and knees and also an increased 
darkening of his skin. His general health is good. His past history and family 
history are not significant. 

Examination of the skin shows a generalized hyperpigmentation, with a 
brownish tint of the hair, as seen in Addison’s disease. The cervical, axillary 
and inguinal nodes are enlarged. On the arms, forearms, upper part of the trunk 
and to a lesser extent the lower extremities are observed many flat-topped, angular, 
closely set papules, some of which show excoriations. On the flexor surface of the 
fingers and palms are large patches of drying vesicles, and about the ankles a 
few crusted ulcers are noted. 

The Kolmer and Kahn reactions were negative. The blood pressure was 120 
systolic and 75 diastolic. Examination of the blood showed 3,560,000 erythrocytes 
and 13,600 leukocytes per hundred cubic centimeters and 75 per cent hemoglobin. 
The differential count showed 72 per cent polymorphonuclears, 14 per cent lympho- 
cytes, 5 per cent monocytes, 8 per cent eosinophils and 1 per cent basophils. The 
condition has shown little change under treatment. 

A microscopic section from a small papule showed the stratum corneum to 
be only slightly thickened. The stratum granulosum was thickened irregularly. 
The stratum mucosum was essentially normal except in the center, where it was 
slightly thin, and there was broadening of the papillae. In this region the super- 
ficial cutis was involved in a moderate loose infiltrate composed of round cells and 
fibroblasts. The superficial blood vessels were slightly dilated. 

DISCUSSION 

Dr. Francis E. Sencar, Chicago: I realize that this case was presented with 
a question mark after the diagnosis, and I do not think that any one who has had 
experience in dermatology in this country only has observed enough cases of 
prurigo to have much confidence in his opinion, but I also think that there is 
nothing in this case that suggests a diagnosis of prurigo. First, the condition is 
of relatively short duration in an adult; secondly, there are none of the individual 
small scratched papules, but there is rather a generalized eruption, and thirdly, 
the condition was much more intense in the cubital regions than either above or 
below. The condition seemed to me to be a general lichenification. Some kind of 
lymphoblastoma might be considered, although I appreciate the fact that there is 
nothing in the blood picture to suggest that background. The case does not at 
all fulfil my conception of prurigo of Hebra. 

Dr. CLarK W. FINNERUD, Chicago: I observed a few cases of prurigo of 
Hebra in Vienna. This condition has little resemblance to that in those cases. 
My impression is that it is an excellent illustration of Dr. Becker’s own disease, a 
generalized neurodermatitis. 

Dr. Maurice OPPENHEIM (by invitation), Chicago: I observed many cases 
of Hebra’s prurigo in Vienna. In all the cases the condition started in infancy, 
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usually when the infant was taken off the breast and fed artificially. There is a 
difference between prurigo of the rich and prurigo of the poor. The poor are fed 
chiefly on potatoes and have a “potato prurigo,” and the rich are fed largely on 
meat; it is the uniformity of the nutrition which causes the disease. On the 
other hand, prurigo is often associated with rickets, and it is believed that it is 
perhaps a hypovitaminosis. When children with the disease are admitted to the 
hospital the symptoms disappear spontaneously in a short time. When they return 
to their homes the symptoms reappear. There may be a want of sunlight too. 
Ultraviolet radiation is healing, and this was used for a long time before vitamin 
therapy was started and cod liver oil considered the best treatment. There is a 
difference also between prurigo mitis and prurigo ferox. The typical lesion of 
prurigo is round and yellowish-brownish, is better felt than seen and is located 
on the extensor sides of the extremities, especially the lower extremities, with 
thickening of the skin, lichenification and involvement of the femoral glands; this 
condition is called prurigo mitis. Owing to the scratching secondary infection, 
impetigo and eczema are observed. Impetigo and eczema are spoken of in pru- 
riginoso, and these conditions are called prurigo ferox. The prurigo lasts from 
infancy until the age of 35 or 45 and then gradually disappears. 

The condition in Dr. Becker’s case does not give me the impression of prurigo. 
There is a rather high degree of general lichenifiction and glandular infiltration 
but no typical prurigo nodule; also, the fact that the disease started when the 
patient was 14 years old is against the diagnosis prurigo Hebra. 

Dr. S. W. Becker, Chicago: The type of pigmentation and the generalized 
glandular enlargement were most interesting to me. I believe that the man has 
a peculiar dermatosis. He has large patches of vesicles on the palm. Patients 
with prurigo of Hebra are not seen in the clinic, but this condition is about as 
near to it. The blood count shows nothing typical of prurigo. I think the patient 
has generalized melanosis similar to that which occurs in prurigo of Hebra. The 
similarity is one reason we ventured this diagnosis. I do not believe that simple 
exposure to the sun around Chicago would account for so generalized a melanosis. 


Acarophobia and Tumors Due to Camphor in Oil. Presented by Dr. Davin 

V. OMENS and Dr. WALTER W. Tostn, Chicago. 

M. T., a woman aged 65, stated that since a sinus operation six years ago she 
has suffered from an intolerable pruritus all over her body and that by scratching 
or picking her skin she can remove insects or parasites. She has also recovered 
insects or parasites from her nose and from the stools and usually brings a collec- 
tion on each visit. In 1917 after a serious abdominal operation she received injec- 
tions of camphor in oil in her arms and thighs which formed lumps and scars, 
but these do not bother her. 

Examination discloses an admixture of old scars and excoriations over the 
entire body which are more marked on the arms and shoulders. On the external 
surfaces of the arms and thighs are large areas of brownish yellow irregular firm 
keloidal nodules and contracted scars. 

The Wassermann tests gave a negative reaction, and examination of the urine 
gave negative results. 

The patient has been under treatment for three years and has even had 
neurologic therapy, but she has shown no improvement. 

DISCUSSION 

Dr. RicHarp Welss, St. Louis: The clinical picture of the tumors corre- 
sponds with Mook’s original description (Mook, W. H.: Camphor Oil Tumors, 
ArcH. Dermat. & SypH. 1:304 [March] 1920). The acarophobia is, of course, 
classic. It would be interesting to get sections of the tumors and check up with 
Mook’s previous observations. 

Dr. MinniE O. PErRLsTEIN, Chicago: This woman was under my care for 
six years, during which time no treatment apparently improved her acaro- 
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phobia. Her husband entered the hospital about three years ago with a similar 
condition. The wife was committed to the psychopathic hospital, and the husband's 
symptoms cleared up while she was there; but as soon as she returned home he 
began itching again. She told me today that he is still suffering from the “itch 
mites,” although his condition is not as severe as hers. 

Dr. WALTER W. Tostn, Chicago: No doubt the husband’s pruritus is the 
result of association, since the condition improves when he is away from her. 
The patient brings in alcoholic and aqueous preparations of parasites obtained 
from the nose and stools as well as from the skin. 


Parkes-Weber Syndrome. Presented by Dr. Francis E. SENEAR, Chicago. 

C. B., a boy aged 14, at birth had a number of dilated veins of the thighs, 
which were evidenced as bluish lines. Gradually these enlarged until they became 
well developed varicosities. Six to seven years ago it was noticed that a lesion 
was developing on the right sole and on the inner aspect of the right foot. Soon 
after that the right great toe began to enlarge. The growths involving the skin 
of the right foot have gradually increased in size, and enlargement of the bones 
of the right foot and leg has continued until the leg is now somewhat longer than 
the left. About two and a half years ago the skin on the sole and sides of the 
left foot began to show the same changes that are present on the right foot. 

Physical examination shows a well developed boy with numerous varicose 
veins on both thighs. The right leg is longer than the left, and the right foot, 
particularly the great toe, is larger than the left. On the sole and lateral aspects 
of the feet are large, rather yellowish growths which are firm and present a 
cerebriform appearance. 

Roentgenographic examination of the right foot shows an irregular exostosis 
about the terminal end of the first phalanx of the great toe, with almost a com- 
plete ankylosis of the inner phalangeal joint. The epiphysis on the first phalanx 
is almost closed. All the bones of the great toe are considerably larger than the 
corresponding bones of the opposite foot. There is also swelling of the soft tissue, 
involving practically the entire foot but most pronounced around the great toe. 
The other bones of this foot also appear slightly larger than those of the opposite 
foot. The changes in the soft tissues and bones are difficult to classify at this time. 

A section of tissue removed from the growth on the right foot was reported 
to show cornification of the epidermis and increased fibrosis of the subcutaneous 
layer. 

DISCUSSION 

Dr. E. M. SmitH Jr. (by invitation), Chicago: Here is a young boy with a 
varicosity of the leg, and I am wondering whether he has something more of a 
vascular condition inside the leg, such as nevi or arteriovenous aneurysms. 

Dr. WILLIAM ALLEN Pusey, Chicago: This case impresses me as one in 
which the specifications have not been well carried out in building the boy. He 
has a congenital hypertrophy of one side. If this is not a good name I should 
suggest that the condition be called “Senear’s syndrome.” 

Dr. Francis E. SENEAR, Chicago: At the clinical session of the American 
Dermatological Association, Inc., in Boston in 1936 (ArcH. Dermat. & SyPu. 
35:727 [April] 1937) a patient with a condition designated as “Parkes-Weber 
syndrome” or hypertrophic hemangiectasia was shown. The patient presented 
congenital varicosities, and later in life enlargement of the bones on the affected 
side developed. In association with these changes, there is commonly present 
some type of nevoid change in the skin. It is my understanding that the specialists 
in the neurocirculatory diseases do not accept this picture as a syndrome, since 
they observe so many variations, there being many instances in which the patients 
present only the congenital varicosities and the osteohypertrophy. Likewise, the 
condition may be bilateral rather than unilateral. The gradually developing bony 
hypertrophy is due to the overnourishment of the part from the excessive blood 
supply, since in these conditions there is basically an arteriovenous anastomosis. 
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[he dilated veins on the affected side are shown to contain a greater proportion 
of oxygen than the vessels on the opposite side. To dermatologists, of course, 


the cutaneous involvement present in some of the cases is the interesting feature. 


Pigmentation (Fixed). Presented by Dr. THropore Cornpieet and Dr. 
D. CoHEN, Chicago. 

J. B., a Negress aged 35, first noticed a lesion on her nose during the summer 
of 1934. It was reddish and pruritic. Scratching increased the intensity of the 
redness, and quickly the lesion became darker. The patient insists that at that 
time she was not taking any drugs. Lesions continued to form on the nose 
during that summer. The following winter no new lesions erupted. During the 
next summer, however, other lesions again formed on the cheeks. With each 
succeeding summer new lesions have formed. They are now present on the nose, 
cheeks and dorsa of the forearms. 

The lesions consist of half-dollar-sized deeply pigmented macules, with no 
inflammatory element. On the nose some areas show a retiform network. No 
decided subjective symptoms are present, and there is no history of drug ingestion. 

Histologic examination shows only melanin to be present. There was no 
hemosiderin present. 

DISCUSSION 

Dr. RicHarp WeErtss, St. Louis: The most common opinion at first probably 
was that this condition is a healed lupus erythematosus, but on close examination 
thefe was none of the atrophic scarring usually seen after this disease, but merely 
pigmentation. If the present condition were limited to the face and did not appear 
on the arms, I should think it was possibly due to heavy metal, as described by 
Goeckerman, but this patient also has lesions on the limbs. I observed a case 
recently in which similar lesions were limited to the face; however, the patches 
were rather more diffuse. I was able to demonstrate by spectroscopic methods 
lead in fair amounts and mercury in rather large amounts. The patient had used 
cheap cosmetics of various kinds for many years. I wonder whether or not 
spectroscopic examination might show the presence of heavy metals as the cause 
of the pigmentation in this case. 

Dr. THEODORE CORNBLEET, Chicago: I thought of lupus erythematosus as a 
background for this disturbance but could not substantiate that diagnosis. I have 
studied the possibility of drugs and worked along other lines without finding any 
real cause for the disease. The idea Dr. Weiss presents is attractive. If the 
patient permits, some of her skin will be examined in the manner he suggested. 


Parakeratosis Variegata (Lymphoblastoma?). Presented by Dr. S. W. 
BECKER and Dr. M. FE. OBERMAYER, Chicago. 

C. S., a man aged 34, was first seen in the clinic on April 7, 1934. He stated 
that he had had dry skin during his life but that what caused him to seek medical 
attention was an eruption which started when he was 12 years old as “thick” red 
pruritic patches. The lesions were limited to the extremities for the first five 
years and then gradually extended to involve the trunk. 

General physical examination gave essentially negative results. 

The eruption now involves the lower extremities, back, lower part of the 
abdomen and upper extremities. It consists of purplish scaling plaques, with some 
thickening. There is definite secondary infection, evidenced by pustules and 
crusting, 

The Kolmer and Kahn reactions were negative. Examination of the urine 
gave negative results. The blood lipids were within normal range. 

A diagnosis of parakeratosis variegata was made, and the patient was pre- 
sented at a meeting of the Chicago Dermatological Society (ArcH. Dermat. & 
SypH. 30:755 [Nov.] 1934), and the diagnosis was concurred in. He was treated 
with ointment of coal tar, ultraviolet rays, autohemic therapy and a low protein 
diet, with some improvement. He was lost from observation in December 1934. 
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The patient returned on Aug. 24, 1937, and presented a somewhat different 
picture. He had been at the Mayo Clinic, where a diagnosis of lymphoblastoma 
was made. The eruption had become more generalized, and there was extensive 
atrophy of the skin, with some pigmentation and telangiectasia, especially on the 
extremities. On the trunk there were still many areas of scaling resembling those 
of parakeratosis variegata. Numerous furuncles were present on the trunk and 
extremities, with a tendency to appear only in areas not tanned by the sun. In 
many areas the signs were those observed in poikiloderma. 

Treatment was started with ammoniated mercury ointment, ultraviolet rays and 
staphylococcus toxoid. A test dose of the last gave no reaction whatever. The 
patient failed to return after the second injection. 

A microscopic slide by Dr. Hamilton Montgomery showed the stratum corneum 
to be somewhat thickened, with a few areas of parakeratosis. The stratum 
granulosum was alternately thickened and thinned. The stratum mucosum was 
thickened in some places and in others was thinned down to three layers of cells. 
An abundant infiltrate was present in the superficial dermis, extending along the 
blood vessels somewhat more deeply. The infiltrate consisted of lymphocytes and 
fibroblasts, was rather loose and appeared to be edematous; and there were many 
newly formed blood vessels. Some of the deeper blood vessels showed thickening 
of the wall, about which were many eosinophilic mononuclear cells. 

DISCUSSION 

Dr. Howard J. Parkuurst, Toledo, Ohio: This pruritic poikiloderma-like 
eruption impressed me as one which might eventually prove to be a lympho- 
blastoma of the mycosis fungoides type. 

Dr. HAMILTON Montcomery, Rochester, Minn.: When I saw this patient at 
the Mayo Clinic the histologic picture was a specific one of lymphoblastoma, 
although the type of lymphoblastoma could not be diagnosed. The most difficult 
histologic diagnosis that I have to make is to decide in regard to early lympho- 
blastoma. In the past I have erroneously diagnosed generalized neurodermatitis 
or atopic eczema, in which the infiltrate may be dense, as probable early lympho- 
blastoma. On the other hand, I have observed cases of extensive atopic dermatitis, 
conditions which histologically I regarded as definite lymphoblastoma but which 
cleared up promptly under treatment, only to recur a year or two later presenting 
the features of mycosis fungoides. I believe that lymphoblastoma of any type 
may start as a benign inflammatory dermatosis, and only as the result of prolonged 
and chronic irritation over a period of months and years develop eventually into 
one of the lymphoblastomas. Whether mycosis fungoides, Hodgkin’s disease and 
the leukemias are regarded as true malignant neoplasms or not, the eventual 
prognosis is death. 


CLEVELAND DERMATOLOGICAL SOCIETY 
C. L. Baskin, M.D. President 
C. G. LaRocco, M.D., Secretary 
James R. Driver, M.D., Reporter 


Sept. 28, 1939 


Granuloma Annulare; Advanced Bilateral Cavitating Pulmonary Tuber- 
culosis. Presented by Dr. Hat E. FREEMAN, 


J. T., a man aged 36, presented from the Tuberculosis Division of the Cleve- 
land City Hospital, has been under treatment for advanced cavitating pulmonary 
tuberculosis for several months. 
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An eruption started in April 1939 and has continued with alternating periods 
i improvement and exacerbation. Symmetrically and diffusely distributed over 
the upper extremities, back, chest and thighs is a purplish red eruption consisting 
4f numerous circinate lesions. Some of the lesions are annular, while others are 
half-moon shaped or polycyclic. All have palpable, slightly raised borders. 

A roentgenogram of the chest revealed a dense mottling throughout the upper 
lung fields and at the level of the sixth interspace bilateral tuberculous cavitation. 

Serolcgic tests for syphilis gave negative results. Sputum stained for tubercle 
bacilli was positive. 

Histologic examination of tissue showed mild hyperkeratosis, some parakeratosis 
and two small epidermal abscesses. There was moderate acanthosis, and in the 


upper part of the corium several accumulations of cells were observed, most of 


which were epithelioid cells and a few of which were lymphocytes. Some of the 
accumulations were perivascular, but most of them were located in lymphatic 
spaces. No giant cells or tubercle bacilli were observed in appropriately stained 


sections. 


DISCUSSION 


Dr. Harotp N. Cote: I think this condition is the most extensive example of 
what is apparently granuloma annulare that I have ever observed. Ordinarily one 
expects to find lesions on the hands cr perhaps on the legs in this disease, but 
this patient has lesions distributed over his extremities and his trunk as well, 
and apparently they are characteristic lesions. Moreover, a picture of this sort 
in a patient who has true tuberculosis is also interesting. The pcssibility ot the 
relation between granuloma annulare and tuberculosis is constantly mentioned, 
and here is a man with tubercle bacilli in his sputum and many examples of the 
former disease. I think it would be well worth while to look for organisms in 
the local lesions, 

Dr. Hat E. FREEMAN: No organisms were found in sections stained for 
tubercle bacilli. 

Dr. C. L. Basxin, Akron, Ohio: There are so many lesions covering so 
much of the body that I am inclined to doubt the diagnosis. The large amount of 
involvement, practically the whole body, seems peculiar to me. 


Localized Amyloidosis Cutis (Lichenoid Type). Presented by Dr. GERALD 
DeOREO. 

J. H., a man aged 48, presented from the Department of Dermatclogy and 
Syphilology of the Cleveland City Hospital, has been observed in the outpatient 
department since 1933 because of myocardial failure due to diffuse vascular disease. 
For the past two years he has been aware of a mcderately pruritic, progressive 
eruption on the anterior surface of both legs. General physical examination gave 
negative results. There was no evidence of systemic amyloidosis. 

On the anterior surfaces of both legs are numerous, bilaterally symmetric, 
well defined, papular lesions. Individual papules are 1.5 to 2.5 mm. in diameter 
and are firm, pale reddish brown and surrounded by normal epithelium. 

Congo red, 1 cc. of a 1.5 per cent solution, was injected intracutaneously ; 
the area was observed for seventy-two hours but showed no change in color. 
Urinalysis and a hemogram were normal. Serologic tests for syphilis gave 
negative results. 

Histologic examination of tissue showed in the center of the section that the 
papillae were greatly thickened and the overlying epidermis was thin, with 
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moderate hyperkeratosis. At the margin the papillae were elongated and irregular 
The swollen papillae contained collections of pale pink-stained hyaline material, 
between which were numerous young capillaries. The hyaline material did not 
give a positive Benneholdt reaction. In the deeper part cf the corium, particularly 
beneath the lesion, the blood and lymph vessels were surrounded by fuzzy collars 
of lymphocytes and large mononuclear cells. 


DISCUSSION 

Dr. Eart W. NETHERTON: I agree with the diagnosis as presented. 

Dr. C. B. Norris, Youngstown, Ohio: Was the congo red injected into the 
lesions ? 

Dr. GERALD DeOrEO: It was injected immediately into a group of lesions, 
both subcutaneously and intradermally. 

Dr. J. E. Frsuer: I favor the diagnosis as presented. I once presented a 
patient with lesions similar to this, and a diagnosis was made of lichen planus 
ocreaformis of Lieberthal. There is a picture of this condition in Sutton’s text- 
book (Sutton, R. L.: Diseases of the Skin, St. Louis, C. V. Mosby Company, 1931, 
p. 197). 











Localized amyloidosis cutis (lichenoid type). 


Dr. H. J. Parkuurst, Toledo, Ohio: I think the eruption in this case corre- 
sponds to lichen planus ocreaformis (Lieberthal), although the appearance of the 
section substantiates the diagnosis of amyloidosis. 


Argyrosis. Presented by Dr. Hat E. FREEMAN. 


J. S. a man aged 69, has been admitted to the Cleveland City Hospital on 
five different occasions in the last three years because of a severe hypertensive 
cardiovascular disease with decompensation. He was presented previously before 
the society (ArcH. Dermat. & SypuH. 37:327 [Feb.] 1938). He is presented 
today because of the pathologic pigmentation which followed the use of “two 
or three” bottles of 20 per cent silver nitrate over a period of two years prior 
to 1936. ‘The medication was painted on the tongue in the treatment cf leukoplakia, 
which was thought to have followed excessive smoking. 

The face, scalp, neck and trunk are evenly and diffusely pigmented a grayish, 
ashen blue color which has on occasions been ccnfused with cyanosis. There is a 
violet-silver line at the gingival margins. 
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Serologic tests for syphilis gave strongly positive reactions. No antisyphilitic 
treatment has been given. 

Histologic examination of the skin revealed silver pigment in the basal cells 
ind in the connective tissue of the corium, especially about the sweat glands. 
Examination of tissue removed from the tongue showed a lymphocytic infiltration 
and silver pigment in the epithelium and in phagocytic cells in the deeper layers. 


DISCUSSION 

Dr. E. J. Arpay, Lakewood, Ohio: I believe it is a well known fact that 
argyrosis cannot be produced locally unless there is access to the alimentary canal. 
Silver preparations used as nose drops or painted locally in the nose, mouth or 
nasopharynx most commonly result in this disease. 

Dr. C. L. Basxrn, Akron, Ohio: I believe that I may have produced condi- 
tions of that kind several times many years ago by administering silver 
arsphenamine. 

Dr. Hat E. Freeman: I should like to ask whether if a person is highly 
susceptible to one heavy metal he is susceptible to another. I contemplate using 
bismuth and mercury in the treatment of syphilis in this patient. 

Dr. Harotp N. Core: I do not think that there is any relation in the least. 


Dr. EArt W. NETHERTON: Argyria is not a sensitization to silver. It is a 
deposit of a silver salt in the skin. 

Dr. BENJAMIN LEvINE: In one patient I was able to make the pigmentation 
disappear in areas into which scdium thiosulfate was injected. 

Dr. E. J. Arpay, Lakewood, Ohio: I think that sodium thiosulfate will pro- 
duce the pigmentation again. 

Dr. JAMES R. Driver: To my knowledge no evidence has been produced to 
preve that sensitization is a factor in this condition. Apparently argyria may 
develop in any one by whom enough of a silver salt has been absorbed, either 
from the gastrointestinal tract or from any other mucous surface. Cases have 
been reported in which the absorpticn resulted from urethral injection of silver 
compounds. 

Dr. Joun E. Rauscuxors: According to qualitative chemical analysis, the 
ions of silver, mercury and lead unite with the chlorides to form the insoluble 
chlorides. Since there is almost always free hydrochloric acid in the stomach, may 
not the silver salts, which are ingested but dissociated and formed into silver 
chloride, be carried by the blood stream and be deposited in the skin? The 
development of argyria, I believe, is a photosensitive phencmenon, such as takes 
place in photography. Any of the silver halogens, of which the chlorides are a 
part, are photosensitive. 


A Case for Diagnosis (Keratosis Blennorrhagia?). Presented by Dr. Hat 
E. FREEMAN. 


D. F., a Jew aged 23, has heen in the Cleveland City Hospital since January 
1937 for treatment of severe atrophic arthritis involving the spine and most of 
the joints of the extremities. Jn July 1937 a widespread eruption developed, 
which was diagnosed as psoriasis. There was no involvement of the head or 
neck. He stated that he had not had gonorrhea. At the present time the spine 
is fixed, and the knees, hips and shoulders show marked limitation of motion. 
The fingers are flexed and also show limited motion. 

Widespread over the body excepting on the head and neck is a hyperkeratotic 
pustulosquamous eruption. Individual lesions vary from the size of a pea to that 
of a half-dollar. The nails are thick, dull yellow and friable. The lesions do not 
favor the extensor surfaces, as they commonly do in psoriasis. 

The hemogram was normal. Serologic tests for syphilis gave negative results. 
Urinalysis and prostatic smears revealed no gonococci. 
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The patient has received various types of treatment for arthritis, including 
sixty-nine mechanofever treatments and sixty treatments with iontophoresis and 
mecholyl (acetylbetamethylcholine hydrochloride), without appreciable improvement. 

Histologic examination revealed hyperkeratosis, parakeratosis and acanthosis. 
The outstanding characteristic was a large number of epidermal abscesses. They 
were larger than the minute abscesses of Monro and resembled more _ those 
observed in keratosis blennorrhagica. 


DISCUSSION 


Dr. H. J. Parkuurst, Toledo, Ohio: A diagnosis of keratosis blennorrhagica 
is not probable, since there is no evidence of a gonococcic infection from either 
the history or the examination. The patient stated that he had what was called 
psoriasis a year or so ago. The present cutaneous lesions correspond to those I 
have noticed on several occasions in patients with polyarthritis and which I have 
classified as pustular bacterid or pustular psoriasis. Many lesions of this type 
correspond closely to those of keratosis blennorrhagica. They may be of similar 
origin. 

Dr. Harotp N. Cote: There are some reports of cases of arthropathies in 
which lesions resembling keratosis blennorrhagica are observed and in which 
there is no gonococcic infection. I think that the possibility of this condition’s 
being an arthropathy should be considered. The lesions are rather waxy, have a 
tendency to be slightly crusted, and pile up in the same way as in keratosis blen- 
norrhagica, and there are changes in the nails like those in psoriasis. 


Dr. Hat E. Freeman: Histologically the picture is not that of psoriasis. 
There are intraepidermal abscesses, but they are large, not like those described 
by Monro. The whole picture is that of hyperkeratosis and parakeratosis, with 
large abscesses like those seen in keratosis blennorrhagica, in spite of the absence 
of a gonorrheal infection in the patient. 

Note.—Dr. Freeman, at the October meeting of the society, stated that he 
favored a diagnosis of keratoderma associated with atrophic arthritis instead of 
psoriasis for the following reasons: The scalp has always been clear, the blood 
cholesterol has been low (80 mg. per hundred cubic centimeters) and there has 
been no pitting of the nails. According to the last article by Epstein (Epstein, 
E.: Differential Diagnosis of Keratosis Blennorrhagica and Psoriasis Arthro- 
pathica, Arcn. Dermat. & Sypn. 40:547 [Oct.] 1939), keratosis blennorrhagica 
responds satisfactorily to fever therapy, which this patient has had a great deal of. 
If that statement is true, gonorrheal keratoderma could be ruled out. 


Rosacea-Like Tuberculid of Lewandowsky; Pulmonary Tuberculosis. 
Presented by Dr. Hat E. FREEMAN. 

M. T., a woman aged 43, has had an eruption on the face associated with 
weakness and loss of weight for six months. Distributed chiefly over the forehead, 
nose and cheeks are numerous papular lesions of various sizes which are discrete, 
rather flat and dusky red or brownish. 

Roentgenograms revealed an active bilateral cavitating pulmonary tuberculosis. 
Tubercle bacilli were demonstrated in the sputum. 


DISCUSSION 

Dr. Eart W. NETHERTON: What was the result of the tuberculin tests? 

Dr. Hat E. Freeman: The patient is shown through the courtesy of the 
tuberculosis division of the Cleveland City Hospital, and tuberculin tests are not 
performed on these patients. 

Dr. Eart W. NetHerton: According to the cases reported by MacKee and 
Sulzberger (Arco. Dermat. & SypnH. 31:159 [Feb.] 1935), patients with this 
condition are supposed to be sensitive to tuberculin in great dilutions. 
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Dr. Harotp N. Cote: It seems to me that the diagnosis is consistent, and in 
this case it is known that the patient has tuberculosis. 

Dr. James R. Driver: It may be well to emphasize that this disease should be 
called rcsacea-like tuberculosis. It is histologically a true tuberculosis of the skin 
and not a tuberculid. 


Subcutaneous Fat Necrosis of the Newborn (Obstetric Lipophagic Gran- 
uloma). Presented by Dr. H. H. JonHNnson. 


C. M., a Negro boy aged 6 weeks presented from the Department of Dermatology 
and Syphilology, through the courtesy of the department of pediatrics, the Uni- 
versity Hospitals, at the age of 1 week had a firm nontender area, 10 by 6 cm.,, 
on his back. The mass was slightly raised, and the overlying skin was moderately 
hyperpigmented. 

On palpation the subcutaneous tissue is firm and rubbery and is made up of 
several irregular nodules. There are several smaller similar lesions, 1 cm. or 
more in diameter, situated over the lateral aspects of both arms. The skin 
otherwise is normal in appearance. 

General physical examination revealed nothing abnormal. The hemogram was 
normal. Tuberculin tests gave negative results. The calcium ccntent of the 
serum was 10.5 mg. per hundred cubic centimeters, the phosphorus content 6.6 mg., 
the cholesterol content 113 mg. and the protein content 6.25 Gm. Calcium deposits 
could not be demonstrated by means of roentgenograms. 

Histologic examination showed skin which was covered with an intact layer of 
stratified squamous epithelium, the basal layer of which contained considerable 
pigment. There were numerous sweat glands and sebaceous glands, as well as 
hair follicles. In the subcutaneous tissues there were foci of fat necrosis, which 
were surrounded by great numbers of foreign body giant cells, lymphocytes and 
plasma cells. In these areas there was also considerable fibrosis. 


DISCUSSION 


Dr. Jonn A. GAMMEL: I certainly appreciate seeing this rare condition. It is 
the first example I have seen. 

Dr. Harotp N. Core: I have been in consultation on several cases of this 
condition in the pediatrics divisions of the University Hospitals. This manifestation 
is generally on the back, but it is sometimes observed on the cutside of the arms, 
occasionally over the thighs and now and then over the chest. The explanation 
that is given is that the babies are slapped vigorously at birth in order to get 
them to breathe, and this trauma produces the lesions. The process lasts from a 
few weeks to a few months before it gradually disappears. Histologic examination 
reveals a peculiar fat necrosis. Fat stains show all these areas to be infiltrated 
with deposits of fatty crystals. The disease must be differentiated from sclerema 
of the newborn in which a child with severe malnutrition is concerned. In sclerema 
of the newborn the tissues become so hard that the child often is unable to open 
the mouth or flex the limbs. 


Angioma Serpiginosum. Presented by Dr. Harorp N. Core and Dr. J. R. 
DRIVER. 


M. L., a woman aged 43, four years ago noted an unusual increase in redness 
of the arms. A similar change had been noted on her legs three years previously. 

On the arms, but more decidedly on the legs, is a diffuse erythema consisting 
of many minute dilated superficial capillaries. Many of the vascular areas show 
an annular arrangement with a central area suggesting atrophy. Here and there 
on the areas bright red puncta are seen. 

The hemogram was normal. Serologic tests for syphilis gave negative results. 

Histologic examination showed a few superficial capillaries in the upper part 
of the corium just beneath the epidermis. There was no evidence of hemorrhage. 
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DISCUSSION 


Dr. Eart W. NETHERTON: I agree with the diagnosis as presented. On 
careful inspection of the arms areas are observed which look like little circular 
lesions formed by telangiectases. The interesting thing is that the manifestations 
disappeared rather quickly and all at the same time. The patient told me that the 
disease developed rapidly. There is no atrophy or scaling, such as in poikiloderma. 

Dr. H. A. Haynes Jr., Akron, Ohio: I have had a patient with angioma 
serpiginosum who showed great improvement after ultraviolet irradiation. 
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Parapsoriasis. Presented by Dr. Frep WIsE. 


F. B., a woman aged 38, under the care of Dr. Frances Pascher at the Skin 
and Cancer Unit of the New York Post-Graduate Medical School and Hospital, 
presents an eruption which first appeared in April 1937 on the inner aspect of 
both arms, with a gradual increase in the number of lesions. Lesions on the thighs 
and ankles appeared shortly after. Symmetric involvement of the upper and lower 
extremities has been a striking feature since the start. The lesions are round and 
oval, noninfiltrated, lentil-sized to pea-sized, pinkish macules, covered with scales. 
Those on the inner aspect of the arms, near the axillas, are most pronounced. 
They do not itch. 

The histologic examination by Dr. David L. Satenstein confirmed the clinical 
diagnosis of parapsoriasis. 

Since the onset there has been no change in the character of the lesions, and 
none of them have shown a tendency to recede. Coincidental with the onset of 
the eruption, a fever developed, with variation from 99 to 101 F. and occasionally 
to 103 F. Investigation failed to disclose the cause of the fever. The patient also 
suffered from cystic mastitis. 

The reactions to a Mantoux tuberculin test with a dilution of 1: 1,000,000 was 
plus-minus; with a dilution of 1: 10,000, 2 plus, and with 1: 5,000, 3 plus. 


DISCUSSION 


Dr. Max ScHEER: I agree with the diagnosis only because the histologic pic- 
ture confirms it. Clinically I could not make a diagnosis in this case. 

Dr. Wiceert SAcus: I think that this condition is parapsoriasis. It is super- 
ficial, and there is a slight scale. It is of two years’ duration and has not changed. 


Urticaria Pigmentosa. Presented by Dr. Frep Wiser. 


J. M., a boy aged 2 years, registered at the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital on Sept. 28, 1939. He presented 
a generalized eruption which had appeared several months after birth. 

The neck and almost the entire trunk, front and back, are studded with numer- 
ous, closely crowded, yellowish brown lesions. Those on the neck are flat and 
from the size of a lentil to that of a dime, those on the trunk are elevated and 
somewhat infiltrated and vary in size from 2 to 10 cm. in lengthwise diameter. 
The larger plaques present faintly depressed midportions of light yellow, while 
their peripheries are brown. Itching is entirely absent, and there are no signs of 


spontaneous urticaria. 
Rubbing some of the lesions causes them to swell and become red. 
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The histologic examination by Dr. David L. Satenstein showed the typical 
hanges of urticaria pigmentosa. 
DISCUSSION 


Dr. GEoRGE C. ANDREWS: Frequently in discussions of urticaria pigmentosa 
it medical meetings failure to produce urtication is emphasized as evidence against 
the diagnosis. In this case Dr. Wise was able to demonstrate this sign only two 
or three times. 

Dr. Paut E. Becuet: I do not believe that the color of the lesions is of 
much diagnostic value. I have observed many cases in which the lesions were 
dark brown to brownish black and others in which the color was almost that of 
xanthoma. That the latter condition is not uncommon is well known, as one of 
the synonyms. of urticaria pigmentosa is xanthelasmoidea. 


Hereditary Trophedema (Milroy-Meige Disease) of the Extremities Asso- 
ciated with Ptosis Palpebrae in Three Generations. Presented by Dr. 
Davin BLoom. 

A. C., a white man aged 39, was born of Russian Jewish parents. Except for 
having recurrent furunculosis he has been in good general health and attends 
without difficulty to his occupation as electrician. The swelling of his ankles and 
legs started when he was 16, and ptosis of his left upper eyelid has been present 
as long as he can remember, probably since birth. While the edema of the legs 
used to disappear after a night’s rest in bed, the edema of the ankles has receded 
only slightly. For about eight years after the appearance of the edema the patient 
had recurrent attacks of inflammation of both legs, which was diagnosed by the 
attending physician as erysipelas but which is inferred, from the description, to 
have been lymphangitis. The attacks started with pain in the groin and were 
associated with chills and high fever. They occurred two or three times a year 
and ceased entirely about fifteen years ago. The degree of the swelling has not 
changed in the last few years. 

Examination after the patient has been on his feet for many hours shows only 
moderate edema of the legs but a padlike thickening over the ankles. The ankles 
feel soft and show slight pitting on pressure. The feet and toes look thickened, 
and there is some verrucous formation on the dorsal surfaces of the toes. Macera- 
tion of the skin in the webs of the toes is due to dermatophytosis. 

Numerous members of the family are also affected with edema of the ankles 
and legs but to a much greater degree, and they also show ptosis of the eyelid. 
The affected members are his younger brother, his father, an aunt (the father’s 
sister) and his grandfather. Every family member affected with edema has ptosis 
of the left upper eyelid, and his aunt has ptosis of both upper eyelids. His grand- 
father has considerable involvement of only one leg, while the other leg is only 
slightly affected. All the other affected members of the family have involvement 
of both legs and both ankles of equal intensity. Edema started in the affected 
family members when they were between the ages of 12 and 16. The patient’s 
younger brother gave a history of recurrent attacks of lymphangitis of the lower 
extremities which occurred once or twice a year. The father stated that his 
recurrent attacks of lymphangitis stopped when he was 20. A cousin of the patient 
(the son of his father’s brother), aged 18, has no edema of the legs but shows 
ptosis of the right eye; his parents and his 3 sisters are normal, according to his 
statement. 

This pedigree shows that among 21 relatives (13 males and 8 females) in three 
generations, 6 are affected with both trophedema and ptosis of the eyelid, while 1 
show only ptosis. Five members of the second generation who died in infancy 
or in childhood and 3 members of the third and 4 of the fourth generation who 
are still infants or of childhood age are therefore not included in this count. 
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DISCUSSION 


Dr. Davi L. SATENSTEIN: According to his history the patient had a fever 
and lymphangitis. These observations do not belong to trophedema and ptosis. 
Furthermore, Dr. Bloom stated that the patient had dermatophytosis of the. toes, 
which should be sufficient to account for the lymphangitis. 

Dr. Wivpert SAcHs: Milroy’s disease not only is familial but is present at 
birth or shortly after. The dermatosis in these patients developed much later in 
life. The incidence of Milroy’s disease is much higher in females; the opposite 
is true in this series. In Milroy’s disease the legs and even the entire lower 
extremities are involved; in this series the edema is found no higher than the 
ankles except in 1 case. In Milroy’s disease the edema is persistent and is not 
relieved by a change in posture; in these patients the edema is intermittent and 
can be relieved by a change in posture. There may be some other congenital 
anomaly, such as a polycystic or horseshoe kidney, to account for the clinical 
picture here presented. 

Dr. GeorceE C. ANDREWS: There is no known connection between the ptosis 
of the eyelids and the enlargement of the leg. 

Dr. GeorcE M. Lewis: Because of the fever and the lymphangitis, I wonder 
if any bacteriologic studies were made. Some patients have both fungi and 
streptococci between the toes, and there is always a question as to the cause of 
the lymphangitis. It might be of some importance to determine the exact mycologic 
and bacteriologic flora of this patient’s feet. 

Dr. IsaAporE Rosen: I believe that the thyroid and the pituitary should be 
studied in this case, because abnormalities of this nature are sometimes associated 
with disturbances of these glands. 


Dr. Davin Broom: Attacks of inflammation of the legs accompanied by chills 
and fever occur frequently in cases of Milroy’s disease. I obtained a history of 
these observations in each of the 3 cases I examined. I also found a report by Hope 
and French in 1907 (Quart. J. Med. 1:312, 1907) which mentioned the occurrence 
of these attacks in most of their patients. The dermatophytosis of the toes prob- 
ably favors a diagnosis of streptococcic infection of the legs. The regularity and 
frequency of the attacks are explained by the presence of lymphedematous tissue. 

It is true that in 21 of the 22 cases of Milroy’s disease the condition was 
congenital, but in the cases reported a few years later by Meige the edema 
developed at puberty. In none of the cases reported by Hope and French was the 
condition congenital; instead it developed in infancy, during childhood or in early 
adult life. Both the congenital and the tardive form are hereditary. Thus all the 
examples may be included under the name Milroy-Meige disease. Although the 
analysis of recorded families may indicate more affected females than males, which 
is possibly due, according to Cockayne, to the presence of another gene in the 
sex chromosome, the number of cases is perhaps too small to show a real pre- 
ponderance of females. The number of families reported may be, as far as I can 
judge from a superficial survey of the literature, close to twenty. 

The peculiarity which this pedigree presents is that the trophedema is asso- 
ciated with another hereditary abnormality, namely, ptosis of one or both eyelids. 
The fact that the trophedema is considered a disturbance of the vasomotor nerve 
and is associated with a definite nerve disturbance is significant. This and the 
fact that one member of the family showed only ptosis of the eyelid and not 
the edema of the extremities yields possibly good material for speculation on the 
hereditary mechanism in familial cases. 


Purpura Simplex. Presented by Dr. ANtHoNy C. CIPOLLARO. 


F. D., an electrician aged 44, was first observed at my office on April 4, 1939, 
at which time he had an eruption involving the upper and lower extremities of 
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ten days’ duration. He attributed his condition to contact with rat poison used 
on electric cables. The patient had no gastrointestinal disturbance, pains in the 
joints or hemorrhages from the mucous membranes at the onset of the eruption 
but now complains of pains in the ankles, knees and elbows and also of general 


malaise. 

The patient now presents purpuric lesions in different stages of involution and 
evolution, affecting the lower extremities, hips, abdomen and forearms. The 
physical examination gives negative results other than edema of the ankles. The 
spleen, liver and lymph nodes are not enlarged. His teeth are loose and in poor 
condition. The character of the eruption changes from day to day. The blood 
pressure is 130 systolic and 76 diastolic. 

The tourniquet test gave negative results after fifteen minutes. The moccasin 
venom test with a dilution of 1: 3,000, showed after one hour a central purpuric 
area measuring approximately 0.5 cm. and a surrounding area of edema about 
5 cm. in diameter, which after a few hours became purpuric. 

The patient is now receiving moccasin snake venom subcutaneously, calcium 
gluconate by mouth and citrus fruits. 

Examination of the blood gave the following results: 


Hemoglobin 85 per cent 
NN as chawacaetekictesedeute 4,500,000 per cubic millimeter 
White cells 7,900 per cubic millimeter 
Color index 0.94 


Coagulation time (Lee’s method) 
Venous blood 10 minutes 
Capillary blood 5 minutes 


Bleeding time 3 minutes 
Blood platelets 120,000 per cubic millimeter 


A differential count gave the following results: 
Polymorphonuclear neutrophils (filamented)......... 77.5 per cent 
(nonfilamented)..... 2.5 per cent 
Small lymphocytes len 16.5 per cent 
ILS ti Birins bedi caemckeeseksd o ‘ , 2.0 per cent 
Ps Sea Siete < an sel vamusekadere pee 1.5 per cent 


DISCUSSION 


Dr. Georce C. ANDREWS: It seems to me that, judging from the blood count, 
it is better to make a diagnosis of thrombopenic purpura than of purpura simplex. 
The patient has distinct pharyngitis which should be treated. 

Dr. FrED Wise: If snake venom were not used, what treatment would you 
give this patient, Dr. Cipollaro? 

Dr. ANTHONY C. Crpottaro: I think that the condition is purpura simplex. 
I have not been able to determine the cause, and as in so many cases, the cause 
may never be determined. There is probably some focus of infection. There is 
no definite evidence that the cause is poisoning with a heavy metal. Nevertheless, 
the history of contact with rat poison has to be taken into consideration. The 
diagnosis of thrombopenic purpura was not made because there is only the slightly 
lowered platelet count to substantiate that diagnosis. There has never been free 
bleeding from the gums. I do not know of any specific treatment for this con- 
dition. Most patients recover, especially if the condition is of infectious origin. 


A Case for Diagnosis (Lupus Erythematosus?). Presented by Dr. MAuRIcE 
J. COSTELLO. 


B. S., a woman aged 51, states that the condition began on July 6, 1938. A 
papule appeared on the tip of the nose and attained the size of a nickel in several 
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months. On the bulbous portion of the nose is a lesion which is crusted and 
sharply demarcated, and in the suboccipital region is another which is silver 
dollar-sized, well circumscribed and erythematosquamous, with diffuse thinning 
of the hair. Recently a number of slightly scaly large papules have appeared on 
the backs of the hands and wrists. 

She has received ten fractional doses of unfiltered roentgen rays on these areas 
and about twelve intravenous injections of gold sodium thiosulfate in doses of 10 
to 50 mg., without benefit. She was also given 0.32 Gm. (5 grains) of sulfanilamide 
thrice daily for two weeks, without visible effect. 

The Wassermann reaction was negative. The heart and lungs are normal. 
She has a history of allergy and has suffered from asthmatic attacks for a number 
of years. The blood sugar was 110 mg. per hundred cubic centimeters. Her blood 
count showed 5,040,000 erythrocytes and 7,300 leukocytes per cubic millimeter 
and 80 per cent hemoglobin. The differential count showed 39 per cent poly- 
morphonuclears, 47 per cent lymphocytes and 14 per cent eosinophils. The urine 
showed a faint trace of albumin. 

DISCUSSION 

Dr. Paut E. Becuet: I believe that the lesion on the nose is lupus erythema- 
tosus. It belongs to that variety of lupus erythematosus which presents thickened 
infiltrated hypertrophic plaques, with cribriform atrophy. The patch on the occi- 
pital region is superficial, reddened and covered with loose scales and presents no 
atrophy. It closely resembles circumscribed neurodermatitis, which is so common 
in that location in women. 

Dr. ANDREW J. GitmourR: I believe that the eruption on the back of the 
neck is seborrheic eczema which has been modified by rubbing, and the lesion on 
the nose I accept as lupus erythematosus. 

Dr. Frep Wise: The fact that this patient has stippling of the nails leads 
one to suspect that the lesions on the face and scalp are an unusual manifestation 
of psoriasis. 

Dr. GeorceE C. ANDREWS: The patient looks sick. I think she has a nutritional 
deficiency. The tongue appears atrophic and glazed. I have observed 1 case in 
which there was neurodermatitis on the back of the neck, and the condition was 
cured by nutritional therapy. I suggest that a blood count be made and injections 
of a liver extract be given; also the patient should be placed on a high vitamin 
diet. I think the best diagnosis is lupus erythematosus, with stippling of the nails 
of unknown cause; but I believe that there are many kinds of lupus erythematosus 
and that the condition in this case is nutritional in origin. 

Dr. Maurice J. Costetto: This eruption has the clinical features of both 
lupus erythematosus and seborrheic eczema. Its resistance to treatment favors the 
former diagnosis. : 


Basal Cell Epithelioma? Presented by Dr. E. Witt1AM ABrAMowITz. 


C. K., a girl aged 23, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital in October 1939, with a lesion on 
the cheek which is of fifteen years’ duration and has not changed since it became 
well developed, which was when she was 8 years old. 

The lesion is situated on the right cheek and is the size of a split pea. It is 
depressed, and along the periphery are tiny waxy nodules. On superficial exam- 
ination it has the appearance of a basal cell epithelioma. 


DISCUSSION 


Dr. J. FRANK Fraser: This lesion is an epithelioma, probably belonging to 
the variety which arises from the appendages. What structures are involved, 
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whether they are sweat ducts or hair follicles, can be determined only by micro- 
scopic examination. 

Dr. ANTHONY C. CrpoLtLaro: The patient came to the clinic to have a wart 
n the finger removed. The lesion on the cheek was seen by the examining physi- 
cian, The depression and the definite waxy nodules along the periphery suggested 
the possibility of an epithelioma of the basal cell type, as well as trichoepithelioma 
or benign cystic epithelioma. 


Dr. Frep Wise: I agree with Dr. Fraser that the lesion is probably an epi- 
thelioma having its origin in the sweat ducts. 


Dr. Davi Bioom: I agree with the diagnosis of basal cell epithelioma. I 
think that basal cell epitheliomas of this type are not rare in young persons. 


Dr. WILBerT Sacus: I agree with Dr. Fraser, but I would rather call the 
lesion a nevoid type of epithelioma, similar to trichoepithelioma. I believe that it 
belongs to the nevus group rather than to the usual type of epithelioma. If it 
involves the sweat glands it is an adenoma; if it involves the hair follicles it is an 
epithelioma of the nevus type. 


Dr. Paut E. BecHet: To my mind there are important reasons other than the 
age of the patient and the long duration of the lesion which can be marshaled 
against the diagnosis of epithelioma. I have observed this type of lesion frequently 
enough to note that it has always presented the same appearance. Somewhere on 
the face, usually on the cheeks, of a girl or young woman of the age at which 
acne occurs and with evidence of past or present sebaceous disease, a lentil-sized 
or smaller lesion may be observed. The lesion is raised and plateau-like, indurated 
but not reddened or inflamed, and of a waxy appearance. At times the edges of 
the elevated flat surface present small shiny white pinpoint-sized papules, sugges- 
tive of milia. In my opinion the disease is a sebaceous one and is not malignant. 


Dr. Davin L. SATENSTEIN: This is the first case of its kind that I have seen. 
I have observed epitheliomas in young people but not lesions like this, and to 
make a snap diagnosis of epithelioma is rather courageous. If clinical impressions 


are being given, I think that a mole which is undergoing central atrophy and 
which is trying to clear itself is as good a guess as epithelioma. An epithelioma 
of that type being present for fifteen years without any history of breaking down 
cannot be called epithelioma of any kind, regardless of the age of the patient. 
A nevus undergoing atrophy by degeneration is sometimes observed. Some moles 
do undergo spontaneous involution, especially when associated with sebaceous 
glands. 


Dr. Max ScHeEeER: I do not think that the lesion is an epithelioma in the sense 
in which the term is used, that is, basal cell epithelioma. Against such a diagnosis 
is the small size of the lesion plus its fifteen years’ duration. However, what it 
is I cannot suggest. 


Dr. Lupwic OuLMANN: I am also of ‘the opinion that the lesion is a basal 
cell epithelioma of the adnexa of the skin, on account of the pearly edges around 
the atrophic center. 

I presented a case here last year in which there was a similar lesion on the 
chin. Dr. Satenstein made the biopsy and the diagnosis of basal cell epithelioma. 
The condition cleared up with high voltage roentgen ray therapy, although during 
the discussion at the meeting it was stated that in these cases roentgen radiation 
is usually without benefit. 


Dr. Grorce C. ANDREWS: I have been particularly interested in this condition. 
I have observed 3 other cases, and the conditions in all of them have been exactly 
the same clinically: small round lesions, with somewhat hard waxy shiny depressed 
centers surrounded by a wall of little papillary projections. I think the lesions 
always occur in young people, and they resemble nevi more than anything else. It 
seems to be a definite clinical entity. 
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Mycosis Fungoides with Pernicious Anemia? Presented by Dr. ANTHoNy 
C, CIPOLLARO. 

K. G., a woman aged 60, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital in September 1939, with a generalized 
eruption of eight months’ duration. Prior to the onset of the present condition 
there had never been any cutaneous lesions. 

The patches are irregular in size and shape. Some are definitely infiltrated, 
while others are lichenified. A few lesions show infiltrated concentric rings. The 
lesions on the ankles and on the lower third of both legs are eczematized and 
exudative. The skin and mucous membranes are pale and give the general appear- 
ance of anemia. The tongue is smooth and glossy, as in atrophic glossitis. The 
liver is palpable, but the spleen is not. The patient has had for some time numb- 
ness and tingling of the hands and feet. 

Examination of the blood showed a color index of 1.1, which seems to support 
the diagnosis of pernicious anemia, and the following values: hemoglobin 80.4 per 
cent, erythrocytes 3,500,000 per cubic millimeter, polymorphonuclears 42 per cent, 
lymphocytes 46 per cent, eosinophils 5 per cent and monocytes 7 per cent. 

The red cells showed slight anisocytosis. The Wassermann and Kahn reactions 
were negative. 

DISCUSSION 

Dr. Frep Wise: I do not think that the condition is mycosis fungoides, because 
there is no infiltration. The lesions are exudative and eczematous rather than 
dry and infiltrated. There is a slight degree of elevation and infiltration, peculiar 
to the advanced stage of mycosis fungoides. I think that the patient has pernicious 
anemia and probably eczema. 

Dr. J. FRANK Fraser: I agree with Dr. Wise that the condition is not mycosis 
fungoides. The clinical picture does not support that diagnosis. Vitamin deficiency 
should be considered and also contact dermatitis from hair dye. The oozing derma- 
titis of the face and ears strongly suggests the latter, 

Dr. ANTHONY C. Crpo_tAro: When I examined the patient with Dr. Lionel 
Rubin, our impression was that the lesions were infiltrated, and the diagnosis of 
mycosis fungoides suggested itself. Further examination of the blood showed a 
color index higher than 1. Because she also had glossitis and complained of 
numbness, we thought that the condition might be an unusual kind of mycosis 
fungoides and pernicious anemia. Therefore, we proceeded to institute studies to 
ascertain whether both diseases were present. We have ordered further blood 
studies, gastric analysis and also biopsy of specimens from two different areas. 

Note.—Histologic examination of tissue from one area showed eczema, and 
of a specimen from another area, mycosis fungoides. The question of pernicious 
anemia has not been settled, but the gastric analysis showed diminution of total 
acidity and no free hydrochloric acid. 


A Case for Diagnosis (Livedo Racemosa?). Presented by Dr. Isapore RosEN. 


F. M., a woman aged 21, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Aug. 21, 1939, with a generalized 
condition of seven years’ duration. 

The patient presents a decided bluish reticulated appearance over practically 
the entire body, particularly the extremities. When she was first seen six weeks 
ago there were several small ulcerations over the right foot, which have healed 
since. 
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Laboratory tests gave the following results: 


Urinalysis: Sugar None 
Albumin None 
Wassermann and Kahn reactions...... Negative 
Histologic report ...++- Telangiectasia: possibly Ma 
jocchi’s purpura annularis 
telangiectodes 
Blood count 
Red blood cells............. 3,800,000 per cubie millimeter 


White cells am 10,850 per cubic millimeter 


Hemoglobin (14.2 Gm. per 100 ec.).. 85.2 per cent 
Ras onexivienticmsencre re ceee 1.1 


Differential count (average of 200 cells) 
Polymorphonuclear neutrophils... , A 65 per cent 
Lymphocytes ; walt " 30 per cent 
Eosinophils........ ‘ A 1 per cent 
0 
4 per cent 


The patient had been examined at the medical clinic on Sept. 18, 1938, with 
the following observations: (1) overweight, (2) hypertrophied tonsils, (3) pain 
due to ovarian dysfunction and (4) dysmenorrhea. 

Roentgenograms of the feet and ankles taken at the New York Orthopedic 
Clinic on Aug. 18, 1939 were normal. 

Histologic examination showed that the superficial blood vessels were dilated 
with edematous walls, and that there was considerable cellular infiltration and 
edema around them. The collagen bundles showed parenchymatous edema. The 
epidermis was essentially normal. 

DISCUSSION 


Dr. Davin L. SATENSTEIN: On microscopic examination I observed more than 
was given in the report. The telangiectasis was not suggestive of degeneration 
but was the kind that usually goes on to degeneration. There were no hemorrhages 
or evidence of blood anywhere; there were no aneurysms. I could not make a 
diagnosis of purpura annularis telangiectodes, but I have observed the same kind 
of change in the blood vessels in cases in which I suggested the possibility of this 
disease. 

Dr. Lupwicg OULMANN: The patient stated that the lesions become bluish red 
and more pronounced in the wintertime. A tuberculin test may be indicated. 
The question is whether this condition started with exposure to cold. 

Dr. IsApoRE ROSEN: ‘The reason I presented this patient is not on account 
of the clinical diagnosis but because of the extensive involvement. I have never 
observed a patient with this condition in whom so large an area was involved. 
l am at a loss as to how to treat her, owing to the persistence of the clinical 
features which have remained unchanged for seven years. 


Xanthoma Tuberosum Multiplex. Presented by Dr. ANtTHoNy C. CIPOLLARO. 


K. L., a housewife aged 43, born in America, presented from the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital, has 
had this condition for fifteen years. The patient stated that about fifteen years 
ago she began having lesions on the extensor surfaces of both elbows. Later, 
lesions developed on the hands, knees and toes. During the past fifteen years the 
lesions have become progressively worse. About eleven years ago she received 
injections of insulin and about five years ago some of the lesions were removed 
surgically. In some of the sites from which lesions were removed new lesions 
developed. 
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The patient now presents on the extensor aspects of the elbows nodular lesions 
varying in size from that of a marble to that of an English walnut. The lesions 
are raised, hard and canary yellow. There is no tenderness, and there is no 
attachment to the underlying structures. They are freely movable. On the 
extensor surfaces of the knees are lesions which are similar except that they are 
smaller. On the palmar and dorsal surfaces of most of the fingers of both hands 
the lesions are similar to those on the elbows. Those which are on the toes are 
of the same character but smaller than those on the hands. The rest of the body, 
including the eyelids, is free of lesions. 

The cholesterol content of the blood was determined and found to be within 
normal limits. 

DISCUSSION 

Dr. IsApoRE RosEN: This case is unusual on account of the extensive involve- 
ment and the fibrosis of the xanthomatous lesions. Undoubtedly there is a dis- 
turbance of the physiology of the liver and pancreas, these being the organs that 
control fat metabolism. I have observed temporary improvement in some of these 
conditions from a diet with restricted intake of fat and from ingestion of calcium. 

Dr. Frep Wise: I have had no success with a fat-free diet in patients with 
xanthoma tuberosum, although I did not give calcium internally. 

Dr. ANTHONY C. CrpoLLaro: I shall follow Dr. Rosen’s suggestions and give 
her a fat-free diet and solution of calcium hydroxide. 


Lupus Erythematosus. Presented by Dr. Maurice J. Coste.to. 
S. S., a man aged 54, was presented before this society in February 1938 by 
Dr. Bloom (Arcu. Dermat. & SypH. 38:114 [July] 1938). 


DISCUSSION 


Dr. ANTHONY C. CrpoLtAro: My impression is that the patient has one dis- 
ease, and that that disease is lupus erythematosus. 

Dr. Max ScHEER: My impression is that the patient probably has sarcoid. 
Particularly the lesion on the abdomen is a definite infiltrated lichenoid sarcoid 
lesion. However, the lesions on the back have no infiltration and by themselves 
look like lupus erythematosus. It is possible that the patient has two diseases, 
lupus erythematosus and sarcoid. 

Dr. Davi Broom: I observed this patient for many years. When I first 
saw him he had an erythematous thickened plaque on his forehead which was 
diagnosed as sarcoid, The diagnosis was not confirmed by the histologic report. 
The response of the lesion to roentgen therapy suggested the correctness of the 
diagnosis of sarcoid, in contradistinction to lupus erythematosus, which does not 
respond to this agent. The lesion on the left upper eyelid, however, suggested 
lupus erythematosus but has not responded to gold therapy. The lesions on the 
trunk which the patient presents tonight and which I now see for the first time 
do not suggest lupus erythematosus. 

Dr. Paut E. Becuet: I believe that the lesions strongly suggest lupus 
erythematosus of the bullous type. The scales are apparently extremely loose 
and moist, with evidence of bullae here and there. 

Dr. Maurice J. CosteLto: The patient was presented because of the resem- 
blance of some of the lesions to sarcoid, especially those on the back, and because 
of the favorable response of those lesions to fractional doses of roentgen rays. 


Kaposi’s Sarcoma and Leukonychia. Presented by Dr. Maurice J. CostTeLto. 


O. G., a man aged 40, was born in Austria and has lived in this country since 
he was 5 years old. Three brothers are living and well. His parents died of 
natural causes, and no other member of his family has a condition similar to his. 
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The eruption which he now presents began in 1932 and was accompanied by 
swelling of the left lower extremity. Soon pigmented pea-sized to dime-sized 
nodules appeared on the upper and lower extremities, and a tentative diagnosis 
of Kaposi’s sarcoma was made, which was confirmed by histologic examination. 
His left wrist was fractured in 1923, and when the eruption appeared, the left but 
not the right forearm was involved. He also has leukonychia involving the distal 
two thirds of the finger nails and toe nails. There are no lesions on the mucous 
membrane. His Wassermann reaction was negative. 

Small doses of roentgen rays and radium have been applied, with complete 
disappearance of the lesions treated. 


Tattoo Marks. Result of Attempts to Remove Them. Presented by Dr. 
PauL E, BEcHET. 

J. P., a man aged 26, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital today. On both forearms are large 
and elaborate tattoo marks, which were applied nine years ago. Several applica- 
tions of nitric acid have been made to the tattoo on the left arm, causing a flat 
scar on one section and a rather unsightly hypertrophic scar on another. Both 
scars measure about 2 or 3 cm. in diameter. On the right arm electrodesiccation 
over a small area has given excellent results. The case is presented in order to 
elicit suggestions as to therapy. 

DISCUSSION 

Dr. Davin Broom: My experience with a few cases in which I removed 
tattoo marks by electrodesiccation leads me to believe that electrodesiccation is 
simpler and perhaps better than the tannic acid method. Following electro- 
desiccation and removal of the skin overlying the pigment, removal of most of 
the pigment with a curet is necessary. The area is again desiccated after curettage. 
A smooth scar is the result, which is preferred by these patients to any tattoo 
which they want to have removed. 

Dr. Lupwig OuULMANN: Besides other methods, I applied the same method 
Dr. Bloom described, with good results. Some of the pigment cannot be removed 
with the first application but will be removed by a second treatment. 

Dr. Paut E. Becuet: The tattoo marks on this particular patient are 
extremely large, and in my opinion the areas, no matter how they might be treated, 
will invariably present severe scars. I should advise the patient not to have them 
removed. 
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Lichen Planus Hypertrophicus of the Legs, with Lupus Erythematosus 
of the Face. Presented by Dr. J. F. Mappen, St. Paul. 


Mrs. H. A., aged 48, first showed an eruption on the anterior surfaces of the 
legs in 1937, which appeared as flat, dark red to brown, itchy papules. They 
gradually enlarged until they are now elevated verrucous reddish brown nodules 
varying in size from that of a marble to that of a large walnut. 

In July 1939 the patient noticed small, scaly, slightly elevated, erythematous 
macules on the cheeks and on the bridge of the nose. They have increased in 
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size and have become confluent. The lesions appear as irregular erythematous 
maculopapules with a tightly adherent scale. Some of the lesions have central 
atrophy and scarring. 

The Wassermann reaction of the blood was negative. A Mantoux test gave 
a negative result. Roentgenograms of the chest were normal. 

Histologic sections are shown. 


Zosteriform Lichen Planus. Presented by Dr. J. F. Mappen, St. Paul. 


W. M., a boy aged 13, first noticed in April 1939 an eruption of bright red 
papules on the right side of the abdomen. The lesions gradually spread pos- 
teriorly to the midline. The eruption now extends from the tenth dorsal to the 
first lumbar vertebra around the right flank to the midline. The only change the 
patient has noticed is slight fading in the color. The eruption is made up of 
closely packed angular violaceous flat-topped or delled papules the size of a pin- 
head. There is mild itching. The eruption is also present in the mouth where 
it involves almost the entire surface of the buccal mucous membrane. 

The Wassermann reaction of the blood was negative. 


Lichen Planus Hypertrophicus. Presented by Dr. J. F. Mappen, St. Paul. 


S. R., a Negro aged 60, first noticed an eruption on the anterior surfaces of 
the lower extremities in 1934. The lesions were itchy and soon developed into 
elevated verrucous papules. The lesions now cover the anterior surfaces of both 
legs. They are dully erythematous, and some are excoriated. The papules vary 
in size from that of a pea to that of a dime. 

The Wassermann reaction of the blood was negative. 


DISCUSSION 


Dr. H. E. MicHetson, Minneapolis: Combinations of cutaneous diseases in 
a patient are extremely interesting. I think lichen planus occurring with psoriasis 
is the most common combination, and lupus erythematosus with lichen-planus-like 
lesions is also often observed. There seem to be phases in the development of 
psoriasis in which it is almost impossible to tell whether the patient is going to 
have lichen planus or psoriasis. 

Dr. Witt1AM Hitz, Providence, R. I. (by invitation): The histologic section 
presented is not characteristic of lichen planus. There are hyperkeratosis, increase 
in the granular layer and acanthosis. The usual infiltrate is not thrown up against 
the basal layer in this section but is mostly perivascular. If the condition is 
lichen planus, it is atypical histologically. 

Dr. Louts A. BrunstinG, Rochester: There were lesions of lichen planus in 
the mouth and a few scattered over the trunk, but primarily they were localized 
to a segmental band of skin on the left side of the back and on the left side. 
Perhaps there has been some mild involvement with herpes zoster, and the lesions 
of lichen planus have developed at this site as a result of irritation in the form 
of a modified Kobner’s phenomenon. This type of zosteriform distribution is 
occasionally seen in lymphoblastoma. 


Dr. STEPHAN EPSTEIN, Marshfield, Wis. (associate member): Dr. Brunsting 
discussed the relation of lichen planus and the nervous system. I wonder whether 
any one has had experience with vitamin B treatment of lichen planus. I hesitate 
to report the following observations on account of the small number of cases. 
One of my patients received vitamin B complex (betalin compound, Lilly) on 
account of an arsenical zoster; the lichen planus, which had been rather resistant, 
cleared up rapidly afterward. Since then I have treated 2 more patients; 1 received 
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the vitamin B complex (betalin compound, Lilly) and now is well. The other has 
been treated with pure thiamin chloride (vitamin B:) for six weeks and is improv- 
ing considerably. 

Note.—The second patient continued to improve and three months after the 
meeting was almost well. 

Dr. Cart W. Laymon, Minneapolis: The treatment of lichen planus is difficult. 
In some cases any of the recognized therapeutic measures produces favorable 
results, while in other instances the disease proves resistant to everything which 
is attempted, thus making it difficult to appraise the value of any one kind of 
treatment. I believe that judgment concerning vitamin B therapy should be 
reserved until there has been time to study it more. 


Depigmentation at the Site of Chronic Contact Eczema. Presented by 

Dr. J. F. MaAppeEN, St. Paul. 

S. M., a Negro aged 53, stated that an eruption appeared in the summer of 
1936. It disappeared and recurred in February 1939. There is a weeping eczema- 
toid eruption on the face, neck, arms, genitalia and legs. The skin of the cubital 
and popliteal spaces, genitalia, face and neck is lichenified. There is depigmenta- 
tion at the sites of the eruption which is especially pronounced in the lichenified 
portions. 

The Wassermann reaction of the blood was negative. Examination of the 
blood showed 66 per cent hemoglobin, 3,560,000 erythrocytes per cubic millimeter 
and 13,200 leukocytes per cubic millimeter, with 62 per cent polymorphonuclears, 
34 per cent lymphocytes and 2 per cent monocytes. The result of urinalysis was 
normal. 

DISCUSSION 

Dr. F. W. Lyncu, St. Paul: The depigmentation in this case brings to mind 
the group of cases recently reported by Oliver, Schwartz and Warren (J. A. M. A. 
113:927 [Sept. 2] 1939) in which vitiligo resulted from some ingredient in rubber 
gloves. The Negro presented by Drs. Oliver, Schwartz and Warren, at the 
recent meeting of the Dermatological Conference of the Mississippi Valley (this 
issue, page 587) showed little evidence of dermatitis, suggesting that the loss of 
pigment may have been a more specific action than that in the case presented 
tonight in which the dermatitis was severe. 


Syphilis (Treated); Lymphogranuloma Venereum? Presented by Dr. J. F. 
MApDDEN, St. Paul. 


C. Z., a man aged 32, noted a chancre developing on the shaft of the penis in 
November 1931 and received immediate treatment. He was treated almost 
continuously until 1936. The Wassermann reaction of the blood has always been 
4 plus. The patient was regular in his treatments. In the summer of 1937 a 
sore throat developed accompanying a cold. The sore throat persisted, and he 
noticed small white blisters appearing on the left side of the pharynx. The lesions 
in the throat disappeared in about a month and recurred in January 1938. When 
the patient was seen in January there was an ulcer on the left side of the pharynx. 
When he was seen in April 1939 the ulcer had extended into the nasopharynx 
and the nose. The ulcer is superficial, discharges pus and has a ragged border. 
The patient’s head feels congested, and it is difficult for him to breathe through 
the nose. The ulcer has not changed appreciably since I first observed it in 
April 1939, The patient has retained his weight and seems in good general health. 
He has had continuous heavy antisyphilitic treatment with arsenic and bismuth, 
and with malarial therapy, which consisted of eight good malarial paroxysms during 
the past year and a half. He was given sulfanilamide during the past two weeks 
but could not tolerate enough of the drug so that a blood concentration of over 
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5.5 mg. per hundred cubic centimeters could be established. The patient’s treat- 
ment since 193] is shown in the accompanying tabulation. 

The Wassermann reaction of the blood was repeatedly 4 plus. Repeated Frei 
tests with mouse brain antigen gave positive results. Control tests on other 
patients gave negative results. Examination of the blood showed 78 per cent 
hemoglobin and 13,300 leukocytes per cubic millimeter, with 80 per cent neutro- 
phils, 17 per cent lymphocytes, 2 per cent monocytes and 1 per cent basophils. 
The spinal fluid was normal when examined April 19, 1939. Roentgenograms oi 
the mandibular and maxillary sinuses showed cloudiness in the right and left 
antrums. There was a dense body in the right frontal sinus which was thought 
to be an osteoma. Roentgenograms of the chest were normal. A Mantoux test 
gave a negative result. 

Histologic sections are shown. 








Bismuth Sub- Neo- Silver Mercurie 
salicylate in Oil arsphenamine Arspheriamine Mapharsen Succinimide 
dus A. 





a a a x A——-—, csr FF " lab Aaa i AF 
No. of No. of No. of No. of No. of 
Injece- Amount, Injec- Amount, Injec- Amount, Injec- Amount, Injec- Amount, 
Year tions Gm. tions Gm. tions Gm. tions Gm. tions Gm. 


1931 0.13 0.6 
10 0.13 1 0.6 
0.13 0.6 
0.13 os eee 
0.13 0.6 
0.13 0.6 
0.26 
0.13 0.6 
0.13 0.6 


Total 98 





DISCUSSION 


Dr. J. F. Mappen, St. Paul: I do not think that the ulcer is self induced, 
because the patient has been under constant observation for a period of several 
weeks with no change in the lesion. I do not think that it is a syphilitic ulcer 
because of the complete lack of response to treatment for syphilis and the clinical 
and histologic observations. 

Dr. H. E. MicHetson, Minneapolis: I can make no positive statements about 
the patient, but I feel definitely that he does not have syphilis. If the patient had 
malignant syphilis he would be much sicker than he is, and undoubtedly the ulcera- 
tion would have proceeded through the palate. I have no diagnosis to offer. 

Dr. L. A. Brunstinc, Rochester: If tuberculosis and malignancy can be 
excluded definitely, I favor the possibility of syphilis, because of the youth of 
the patient, his general well-being and the persistence of the strongly positive 
Wassermann and flocculation reactions of the blood. Dermatitis artefacta is an 
outside possibiliry. In spite of the intensive regimen of antisyphilitic treatment 
that has been carried out, I suggest a change of treatment: old arsphenamine, 
mercury instead of bismuth, iodides and periodic injections of typhoid vaccine. 
Not much consideration need be given to the diagnosis of lymphogranuloma 
venereum. 


Xanthoma. Presented by Dr. J. F. Mappen, St. Paul. 


J. S., a man aged 55, has pulmonary tuberculosis with cavitation. He first 
noticed a pea-sized bluish elevated papule on the lateral surface of the middle 
third of the left leg about 1932. This has gradually increased until it is now the 
size of a quarter. The nodule is slightly depressed, reddish purple and asympto- 
matic. The Wassermann reaction of the blood was negative. 





SOCIETY TRANSACTIONS 


DISCUSSION 


Dr. WiLLt1AM Hitt, Rochester (by invitation): In looking at the biopsy 
specimen I was impressed with the abnormal amount of fibrosis. Foam cells, 
giant cells of the Touton type and some pigmentation were also seen. The pic- 
ture is undoubtedly one of xanthoma. However, all these features can be observed 
in histiocytoma, the possibility of which should be considered. 

Dr. Cart W. LayMmon, Minneapolis: In my opinion both the clinical appear- 
ance of the lesion and the appearance of the histologic sections favor a diagnosis 
of xanthoma. Studies of the blood lipoids should be made. Although the lesion 
clinically and superficially resembles those of necrobiosis, the sections seem to 
be inconsistent with such a diagnosis. 

Dr. Louis A. BrunstTING, Rochester: A suggestion that was brought out at 
another meeting recently is the subcutaneous injection of a dilute (1 per cent) 
solution of saccharated ferric oxide in the vicinity of the lesions. When the tissue 
is excised one or two days later, the prussian blue reaction in the large cells 
which resemble histiocytes will give some idea of the degree of phagocytosis that 
is present. 

Dr. H. E. MicuHerson, Minneapolis: I think that the patient has xanthoma, 
but what type of xanthoma it is hard for me to say. As far as the discussion on 
histiocytes is concerned, some of the members of the society will remember that 
Oscar Gans said, “When we know all about histiocytes, we will know a great 
deal about the physiology and pathology of skin.” 


A Case for Diagnosis (Lymphoblastoma [Hodgkin’s Disease of the Skin? ] 
Benign Lymphadenoid Granuloma [Lymphocytoma]?). Presented by 
Dr. J. F. Mappen, St. Paul. 

Miss E. L., aged 25, stated that painless round elevated papules appeared on 
the shoulders during the early part of 1936. Since then the lesions have grown 
slowly but steadily. They are itchy and at times scaly. The color varies from 


deep purple to dark brown. They vary in size from that of a pea to one nodule 
as large as a 50 cent piece. The lesions are of a firm rubbery consistency and are 
slightly raised above the surrounding surface of the skin. 

The patient had had no treatment before I saw her on March 30, 1939. She 
stated that she did not take any medication regularly. She was given anacin 
(a mixture of acetophenetidin, acetylsalicylic acid, quinine sulfate and caffeine), 
acetylsalicylic acid and phenolphthalein, with no change in the lesions. A general 
physical examination revealed no abnormality. There was no generalized lymph- 
adenopathy. Her temperature was taken at 8 a. m., 4 p. m. and 8 p. m. for two 
weeks and was normal at all times. The larger lesions were treated with approxi- 
mately 800 r of unfiltered roentgen rays between May 10 and August 9. The 
lesions showed a temporary regression after each treatment. 

The Wassermann reaction of the blood was negative. The urinalysis was 
normal. The results of examination of the blood at various times are shown in 
the accompanying tabulation. 








Poly- 
Hemo- Red White Lympho- morpho- Neutro- Eosino- Baso- 
globin, Blood Cells Blood Cells cytes, nuclears, phils, phils, phils, 
Date per Cent per©.Mm. per C. Mm. per Cent per Cent per Cent per Cent per Cent 


>). 76 3,810,000 9,950 56 44 ve ie - 
|, eee =o 6,450 60 37 ee 2 2 
\ ee _ 5,000 80 ‘ ef =! we 
June 21........ us aa vepuaae 6,000 71 27 a 1 1 
August 16 ae in ais a 8,550 48 3 ; ee 
October 11..... 74 ata acai 6,300 30 





Histologic sections are shown. All biopsy specimens were taken from untreated 
lesions. 
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DISCUSSION 


Dr. Cart W. Laymon, Minneapolis: The location and the type of lesion in 
this case are against a diagnosis of lymphocytoma, in which the lesions are usually 
papules or nodules occurring on the face and sometimes on the genitals or other 
areas. The course is prolonged, although some conditions respond to treatment 
with arsenic and irradiation. The histologic picture of lymphocytoma resembles 
that of an ordinary lymph node. 

Dr. STEPHAN EpstTeEIN, Marshfield, Wis. (associate member): The clinical pic- 
ture as presented by this case is different from that described as lymphocytoma, 
the literature on which I reviewed in 1935 (Arch. f. Dermat. u. Syph. 173:181, 
1935). The microscopic picture in this case is different too and does not show 
the lymph follicles with germinal centers which are so typical of lymphocytoma 
but practically never occur in leukemic conditions, The relation of lymphocytoma 
to lymphoblastoma is still a matter of discussion, but so far in none of the cases 
of true lymphocytoma has the condition turned into leukemia, although the patients 
of Jadassohn and Biberstein have been under observation for a period of ten years. 

Dr. J. F. Mappen, St. Paul: All the biopsy specimens were taken from 
untreated lesions. The first histologic section showed a massive lymphocytic 
infiltrate, while the later sections showed a diminution of lymphocytic infiltrate 
and an increased fibrosis. No Sternberg cells were observed in the sections. 


Scrofuloderma. Pulmonary Tuberculosis. Presented by Dr. J. F. Manpen, 
St. Paul. 

Mrs. L. O., aged 31, in January 1934 was treated for subacute left salpingitis. 
The pain disappeared, but the patient lost weight and hemoptysis developed. A 
diagnosis of pulmonary tuberculosis with cavitation was made, and the patient 
was hospitalized but was discharged in 1936 with an inactive condition. She was 
fairly comfortable until April 1938, when she returned to the hospital because of 
a pain in the left lower part of the abdomen. A painful mass the size of an 
apple was found to the left of the uterus. In about a week a painful bluish dis- 
colored area developed in the left inguinal region. The site soon ruptured, and 
there has been an extensive discharging sinus to the present time. 

The Wassermann reaction of the blood was negative. The Frei test gave a 
negative result. Cultures and smears from the pus showed no tubercle bacilli. 


DISCUSSION 


Dr. H. E. MicHetson, Minneapolis: Scrofuloderma is, of course, most com- 
mon over gland-bearing regions, but scrofuloderma in the inguinal region is rare 
and when it does occur often has its source from deeper involvements, such as 
tuberculous salpingitis or even peritonitis. The late J. B. Murphy wrote a classic 
description of an inguinal sinus originating in a tuberculous appendix. In the 
patient presented the scrofuloderma has its origin in the tuberculous salpinx. 


Lupus Vulgaris; Ulcers of the Tongue (Unknown Cause); Osteomyelitis 
of the Right Humerus. Presented by Dr. J. F. Mappen, St. Paul. 

Mr. F. H., a man aged 50, was surgically treated in 1920 for cervical adenitis 
on the left side which broke down and formed numerous draining sinuses. The 
entire tracts and glands were excised. After this an eruption developed at the 
site of the scar. 

In 1937 ulcers developed on the tip and lateral margins of the tongue. The 
ulcers were from pea-sized to bean-sized, superficial and painful. During 1939 
the ulcers were treated with an 85 per cent solution of lactic acid and have almost 
healed. 

During the latter part of 1937 the patient thought that he pulled a muscle 
while at work. A severe pain developed in the right shoulder. There is still a 
draining sinus from the chronic osteomyelitis at the head of the humerus. 

Roentgenograms of the humerus showed chronic osteomyelitis. Repeated roent- 
genograms of the chest showed no evidence of pulmonary tuberculosis. Repeated 
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xaminations of the sputum, examinations of the pus from the sinus leading from 
he humerus and smears from the ulcers on the tongue failed to reveal tubercle 
acilli, Guinea pig inoculations gave negative reactions. The Wassermann reac- 
ion of the blood was repeatedly negative. A Mantoux test gave a strongly posi- 
tive result, 
Histologic sections are shown. 
DISCUSSION 


Dr. J. F. Mappen, St. Paul: It is my impression that the ulcers on the tongue 
are those of superficial lupus vulgaris. This opinion could not be substantiated 
because a biopsy of an ulcer was not permitted. 

Dr. STEPHAN Epstein, Marshfield, Wis. (associate member): The patient 
presents a superficial type of lupus vulgaris with a color more yellowish than usual. 
According to the history the sequence may have been a tuberculous glandular 
infection and then scrofuloderma which turned into lupus vulgaris. There seemed 
to be some red nodules around the healed ulcer of the tongue, which might have 
been a tuberculous ulcer. The osteomyelitis might have been tuberculous too. The 
patient recalls a patient of mine who suffered from a tuberculous osteomyelitis 
and showed the same type of superficial lupus vulgaris without active involvement 
of the lungs; he finally died of a tuberculous meningitis. 

Dr. H. E. MicHeEtson, Minneapolis: I am glad that this patient has been 
presented tonight, because the case brings to attention the fact that lupus vulgaris 
is a disease which has many and varied manifestations. A large percentage of 
patients with lupus have involvement of the mucous membrane, especially in the 
nose and mouth, and the condition in the patient presented is one type of tubercu- 
losis of the mucosae which heals with proper treatment. 


Calcinosis Cutis. Presented by Dr. J. F. Mappen, St. Paul. 


Mrs. J. J., aged 55, noticed pea-sized hard papules in the subcutaneous tissue 
of the right arm in 1919. They have gradually enlarged until they are now the 
size of marbles. Some of the lesions have become confluent to form elongated 
plaques. The skin is erythematous and glistening over some of the lesions, while 
it appears to be normal over others. The skin seems to be attached to the lesions. 
There is one nodule on the left thigh. The patient had hypodermic injections in 
the arm in 1910 when she had pneumonia but had none during the nine years 
before the lesions appeared. 

The Wassermann reaction of the blood was negative. The calcium content of 
the blood was 10 mg. per hundred cubic centimeters. 


DISCUSSION 
Dr. Louis A. BrunstING, Rochester: It seems safe to conclude that the 
lesions are delayed reactions at the site of injections of foreign material. In the 
absence of a general disturbance of metabolism, surgical excision could be carried 
out, at least at one site, as a trial. 
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Vitiligo with Superimposed Pellagra. Presented by Dr. Doucrass A. Decker, 
Allentown, Pa. 


J. M., a white man aged 44, presents typical vitiligo on the face, ears, arms 
and chest. On the face, ears, chest and dorsa of the hands and fingers there is a 
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symmetric erythema associated with atrophy and irregular areas of hyperpigmenta- 
tion. The condition has been present for four years, always occurring in the 
summer and disappearing in the winter. All but the vitiligo disappeared while 
the patient was treated in the hospital with a high vitamin diet. Five blood 
counts were normal. The Wassermann reaction of the blood was negative. A 
roentgenogram of the bony thorax and of the lungs was normal. Histologic 
examination showed mucinoid degeneration of the corium accompanied by erosion 
of the epidermis. There was no histologic evidence of lupus erythematosus. 


DISCUSSION 

Dr. FRANK C. Knowtes: I believe that the condition in this case is lupus 
erythematosus. I do not think that it resembles pellagra on the hands; it is not 
the proper color. I think that the pigmentation on the face is subsequent to 
lesions of lupus erythematosus. 

Dr. J. V. Krauper: I agree with Dr. Knowles. Pellagra does not involve 
the dorsal surface of the terminal phalanx of the finger. It usually extends to 
the second to the last phalanx. 

Dr. Frep D. WEIDMAN: When the patient was first seen, the diagnoses con- 
sidered were lupus erythematosus and leukoderma. Since that time I have elicited 
a history of general constitutional symptoms which agree with those of pellagra, 
and recently I noticed lesions in the distribution known as Casal’s necklace. The 
depigmentation was interesting in the light of the preexisting hyperpigmentation; 
and I can understand how the disease, pellagra or lupus erythematosus or what- 
ever it is, may have had an effect on the adrenals or other pigment-stimulating 
or supportive mechanism which at first caused hyperpigmentation, and then by 
continuation of that the function was run to the point of exhaustion, whereupon 
there succeeded the depigmentation. 

Dr. Doucrass A. Decker, Allentown, Pa.: I saw the man for the first 
time during the summer, when he had to be led into the clinic by his wife. 
He was definitely demented. His skin cleared up in two weeks after he was 
hospitalized and treated with a high caloric and high vitamin diet. He had the 
typical signs of pellagra: erythema, bullae and vesicles on the backs of the hands 
and on the face and sternum; and his response to the high vitamin therapy seemed 
to me to be evidence that he had pellagra. His blood count was normal, and 
I observed no signs of lupus. He was not placed in bed but was given the high 
vitamin diet and allowed to wander around the ward. I was informed that his 
diet at home had contained no vitamins. He drank a little wine but was not an 
alcoholic addict. Since his discharge from the hospital the inflammatory reaction 
has recurred on the old sites. He has not yet been given vitamins again. 

Dr. Epwarp F. Corson: Some patients with lupus erythematosus also do 
well on a high vitamin diet. I have had considerable success with a few patients 
in whom the condition was chronic who were treated especially with vitamin B:. 
I think that the condition in this case is an example of a vitiliginous type of lupus 
erythematosus. I do not think that the tongue is at all typical of pellagra. 


Lichen Nitidus. Presented by Dr. Doucrass A. Decker, Allentown, Pa. 


On the backs of the hands, wrists, arms, shaft of the penis, back and thighs of 
A. L., a Negro aged 19, are patches of discrete pinhead-sized dull white papules. 
In the same areas on the arms the hair follicles are involved. The condition has 
been present for eight months. The results,of the medical examination and the 
Wassermann reaction of the blood were negative. Permission for biopsy was 
refused by the patient. He has been treated with protiodide of mercury without 
improvement. 

DISCUSSION 


Dr. Frep D. WemMAN: I was not so sure when I saw this patient last week 
that he had lichen nitidus, because close examination in a good light showed that 
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me of the papules are thickly spattered indeed and are present in other places 
in the wrists; the eruption is spread widely on the back, for example. A 
ve proportion of the papules are located around the hair follicles, a larger 
oportion than one would expect from the law of averages. I was hoping that 
er diagnoses would be given for this case. I could not make the diagnosis of 


tyriasis rubra pilaris; the condition is not rubra. It is conspicuously not pilaris 


was not satisfied with the diagnosis of lichen nitidus. 

Dr. Epwarp F. Corson: I think the condition is lichen nitidus. It does not 

em inflammatory. 

Dr. Frep D. WetpMAN: If this is lichen nitidus, there seems to be some 
implication of the hair follicle apparatus, which may be of some importance in 


the pathogenesis of the lesions. 


A Case for Diagnosis. (Lichen Planus? Dermatitis Medicamentosa from 
Bismuth?). Presented by Dr. H. E. Twintne. 

B. R., a Negress aged 45, presents sharply defined dry and slightly scaly 
maculopapular lesions scattered symmetrically on the entire body. Some of the 
lesions have a waxy, shiny appearance, but for the most part they are inky black. 
There are linear lesions on the oral mucous membranes. In March 1939 the 
patient began to receive antisyphilitic treatment, and shortly thereafter there 
occurred a severely pruritic macular eruption of widespread distribution. The 
Wassermann and Kahn reactions of the blood were positive. Lichen planus was 
considered clinically, but the diagnosis was doubted in view of the history of 
injections of a bismuth preparation. The same problems arise in the histologic 
studies, but in the opinion of Dr. Weidman the points which favored bismuth 
eruption were: (a) the pronounced leukocytic features and (b) the extension 
around the hair follicles; the lymphocytic features were not pronounced. He 
stated, too, that the dyskeratosis was against a diagnosis of lichen planus; more- 
over, the edema around the basement membrane was certainly not outspoken. 
Assuming that this was a bismuth dermatitis, the similarity of the processes to 
those of lichen planus would be suggestive as to the cause of lichen planus, namely, 
a toxic agent. 

DISCUSSION 

Dr. Carrot, S. Wricgut: Every one who has examined the mouth of the 
patient tonight could see the involvement of the buccal mucosa and the eruption 
on the tongue, typical of lichen planus. It is sometimes difficult to make a diag- 
nosis from the cutaneous lesions of a Negro. If the patient has lichen planus, she 
has three types of lesions, namely, annular, atrophic and hypertrophic, and appar- 
ently they are the result of antisyphilitic therapy, according to her history. 

Dr. Donatp M. Pititsspury: I think that there is another interesting point in 
this case in reference to the lesions of the scalp. On the sides of the scalp she 
has hypertrophic and hyperpigmented lesions with central atrophy. On the vertex 
are lesions which are indistinguishable, to my mind, from those of pseudopelade. 
If the condition is lichen planus, it is one of the best demonstrations of the one- 
ness of pseudopelade and lichen planus that has ever been presented. 

Dr. FRANK C. KNowtes: I do not understand how one can make a diagnosis 
of lichen planus in the present case. The lesions on the face are almost nodular, 
and as Dr. Pillsbury has brought out, there are lesions on the scalp, contrary to 
all conceptions of the disease. I hesitate to make a diagnosis,.but I think there 
are two conditions to suggest in the present circumstances: One would be tubercu- 
losis of the skin and the other pemphigus vegetans. 

Dr. Frep D. WEIDMAN: One thing that strikes me is the inky blackness of 
the lesions. I am accustomed to seeing hyperpigmentation in Negroes, and only 
occasionally have I seen inky black lesions. Reports have been published of 
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bismuth pigmentations in which the microspectroscopic method had shown that 
there was more than one metal concerned in the pigmentation of the skin and 
that perhaps there was a synergistic effect, a deposit of one metal, say silver, 
together with the deposit of another metal. I wonder whether some of this inky 
black is referable to bismuth which has been laid down in addition to a melanosis. 
When I first saw the patient I thought of Schaumann’s disease. She does have 
a pronounced generalized lymphadenopathy. Some of the lesions on the face 
show definite nodules in the periphery. It is true that I reported histologic 
observations in favor of lichen planus, but I do not know whether a nodule was 
selected for biopsy. I think that an additional biopsy, of one of the nodular 
lesions, should be performed, and if possible also a biopsy of one of the enlarged 
lymph nodes. The whole gamut of examinations for Schaumann’s disease or the 
anergic type of tuberculosis in the American Negro should be run. I am not 
satisfied that this is a clearcut case of lichen planus; additional examinations 
should be made. 

Dr. Carrot, S. WRIGHT: It seems to me that Dr. Weidman did not see the 
same thing in the mouth as I did. There were definite white radiating lines on 
the buccal mucosa which stood out more than the pigmentation. I do not see 
any other possible diagnosis for the lesions of the mucous membrane than lichen 
planus. 

Dr. H. E. Twinine: I am inclined to think that the condition is lichen planus. 
The woman stated that when intravenous therapy, possibly with neoarsphenamine, 
was employed, she became considerably worse both objectively and subjectively 
and that as soon as the therapy was stopped she began to improve. 

Dr. SigmMUND S. GREENBAUM: I should like to ask Dr. Pillsbury whether he 
is considering pseudopelade the same condition as the Graham Little type of lesions 
of the scalp occurring in lichen planus. 

Dr. Donatp M. Pittsspury: I think Graham Little intimated that the two 
conditions are the same. 

Dr. SIGMUND S. GREENBAUM: The oral lesions in this patient are typical of 
lichen planus. A case of lichen planus due to gold sodium thiosulfate was pre- 
sented at the last Atlantic Dermatologic Conference, in Baltimore, and a case of 
lichen planus after the administration of arsphenamine and bismuth was presented 
before this society last year (ArcH. Dermat. & Sypnu. 37:690 [April] 1938). 
3rocq was the first, I think, to consider lichen planus a cutaneous reaction to a 
variety of agents, some of which are known and some of which are unknown, 
such as bismuth occasionally and sometimes arsphenamine. The patient is a 
Negress, and it is possible that the hypertrophic lesions are keloidal. 

Dr. FRANK C. KNowLes: Where some of the lesions have gone away there 
will be permanent depigmented areas. There is a distinct tendency to scar forma- 
tion. I think that would almost prove the fact that the condition could not be 
lichen planus. 

Dr. SIGMUND S. GREENBAUM: I thought that the section under the microscope 
was typically lichen planus, and some of the lesions on the skin are typically 
annular lichen planus, some of them having undergone pigmentary atrophy, with 
others showing superficial epidermal atrophy. 

Dr. Frep D. WetmpMAn: I squeezed one of the lesions on the back of the 
finger, and there was oozing of fluid, which is not typical of lichen planus. 

Dr. J. V. Krauper: When I examined this woman several weeks ago, I did 
not see any nodules. The lesions on the chest are recent. It is likely that the 
picture has changed. 


Darier’s Disease in a Woman. Presented by Dr. THomaAs ButTTeRwortH, 
Reading, Pa. 
E. B., a white woman aged 25, has an eruption of small brownish warty and 


papular lesions on the forearms, face, neck, shoulders and upper anterior portion 
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f her trunk. The intervening skin is now approaching normal, but a few weeks 
igo there was slight erythema between the lesions (sunburn?). She also has oily 
scaling of the scalp, which has improved under therapy. There are numerous 
warty excrescences on the palms and soles and white longitudinal bands and 
striations on some of the nails. There are small red papules on the dorsum of 
the tongue. The condition has been present for feur years. The patient's mother 
has a cutaneous disease, but of a different type. Urinalysis gave negative results, 
and the Wassermann reaction of the blood was negative. The sugar content of 
the blood was 100 mg. per hundred cubic centimeters; the urea nitrogen content, 
9 mg., and the protein nitrogen, 33.3 mg. A blood count was essentially normal. 
The morphologic appearance of the erythrocytes was normal. Histologic exam- 
ination showed localized hyperkeratosis with variable parakeratosis. “Bird eyes” 
or “corps ronds,” the so-called grains and intrapapillary cysts gave a picture com- 
patible with Darier’s disease. Various local applications have been without effect 
on the papular elements. 
DISCUSSION 

Dr. J. M. Scui_pkraut, Trenton, N. J.: I think that this case of Darier’s 
disease in a woman is the first that has been presented before this society. 

Dr. HERMAN BEERMAN: Two weeks ago I saw a woman with Darier’s dis- 
ease at the Hospital of the University of Pennsylvania. 


Epithelioma of the Penis. Presented by Dr. Tuomas ButtrerwortnH, Reading, 
Pa. 

T. P. M., a white man aged 62, presents an ulcer 20 mm. in diameter, with an 
irregular firm border, on the dorsal surface of the prepuce. The lesion is friable 
and bleeds freely on slight trauma. The inguinal lymph nodes are palpable, par- 
ticularly on the left side. The condition began three years ago as a scratch on 
the prepuce, which healed for several weeks. It then ulcerated and gradually 


spread to its present size. The Kahn and Kolmer reactions were negative. His- 
tologic examination showed a superficially ulcerated squamous cell epithelioma with 
scarcely a vestige of keratinization (grade 4 of Broder’s index). 


DISCUSSION 

Dr. FRANK C. KNowLeEs: Did the lesion arise on an area of erythroplasia, 
or is there a history of trauma? 

Dr. THOMAS BUTTERWORTH, Reading, Pa.: The patient described it as a small 
scratch, not erythroplasia. 

Dr. J. M. Scni_tpKraut, Trenton, N. J.: I saw a patient in whom a similar 
lesion was treated by electrocoagulation, and a few years later there was extreme 
induration in the groins. The process finally killed the patient, whereas if he had 
been treated by amputation and removal of the inguinal lymph nodes the chance 
of recovery might have been excellent. 


Balanitis Xerotica Obliterans. Presented by Dr. Tuomas ButTTeRwortH, 

Reading, Pa. 

W. A. K., a white man aged 52, presents slightly depressed firm, glazed 
whitened spots on the skin of the glans penis in irregular patches for about 1 to 
1.5 cm. about the urinary meatus. The patient says that he has not had gonorrhea 
but that he had a chancre on the prepuce twenty-five years ago, with no general- 
ized rash. He has had forty intragluteal injections and one intravenous injection. 
The right testis was removed five years ago for a discharging condition of 
unknown nature. He has noticed whitening of the skin of the glans for about 
six or seven years. For the past two years he has noticed that the urinary stream 
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There has been occasional minor itching of the foreskin. 


was becoming smailer. 
The Wassermann reaction of the blood 


Meatotomy was performed five days ago. 
was strongly positive. 
DISCUSSION 

Dr. Frep D. We1tpMAN: In xerosis ordinarily I think of an epidermal hyper- 
plasia as being the factor responsible for the hardening and the thickening. From 
the histologic sections presented this does not appear to be the case. Whereas 
there is hyperkeratosis in one rather limited portion of the specimen, there is con- 
sistently in the corium a new growth of fibrous tissue in the subpapillary region 
around the plexus of the blood vessels, and that extends throughout the entire 
section. The changes there impressed me as analogous to those of a long-continued 
edema of the order of the edemas of elephantiasis nostras, and I am inclined to 
think that the stiffening of the part which is responsible for the xerosis is due to 
the fibrosis rather than to change in the epidermis. 

Dr. J. V. KitaupEer: This condition recalls ocular pemphigus, better called 
essential shriveling of the conjunctiva or, still better, pemphigus of the mucous 
membranes. In that disease the mucous membranes become shriveled, adherent 
and obliterated. I have seen partial obliteration of the urethra of a woman, though 
never of the urethra of a man. Many times the disease remains localized in one 
mucous membrane, namely, the conjunctiva. Until more is known about the cause 
of both diseases, it is not unreasonable to consider the condition under discussion 
as related to ocular pemphigus. 


Pemphigus of Long Duration in the Mouth, with Acute Exacerbation on 
the Skin; Improvement Following Large Doses of Vitamin D. Pre- 
sented by Dr. THomMAs ButterwortH, Reading, Pa. 

G. E. F., a white man aged 63, presents many superficial ulcers on the palate, 
buccal mucosa, lips, tongue and throat. There are a few crusted lesions on the 
extremities. There is residual pigmentation at the sites of previous lesions on the 
trunk and extremities. The patient has had ulcers in his mouth since March 
1938. <A diagnosis of “trench mouth” was made, and he was given a course of 
treatments with neoarsphenamine. All the teeth were extracted before December 
1938. He has been on a soft diet subsequently, with very little meat. About July 
26 many unilocular blebs developed on various portions of the trunk and extremi- 
ties. The patient had been a butcher; he had retired two years before the onset 
of the disease. The urinalysis gave negative results. A blood count showed: 
85 per cent hemoglobin, 4,500,000 erythrocytes and 13,100 leukocytes per cubic 
millimeter; color index 0.9 plus; 52 per cent polymorphonuclear leukocytes, 31 
per cent small monocytes and 17 per cent eosinophils. The blood culture gave 
negative results. The sugar content of the blood was 83 mg. and the urea nitrogen 
content 16 mg. per hundred cubic centimeters. Culture of a bleb showed Staphylo- 
coccus aureus. The Wassermann reaction of the blood was negative. The stomach 
contents showed no free hydrochloric acid, but after histamine the value of hydro- 
chloric acid was 66 and of total acid 91. Sulfanilamide in large doses was tried 
without “improvement. There was a favorable response to administration of 
400,000 units of vitamin D daily, together with ultraviolet irradiation and potassium 


permanganate baths. 
DISCUSSION 


Dr. A. Strauss: I have tried vitamin D in a number of cases and have 
found that the treatment is highly satisfactory if the patient’s health is good or if 
he is young enough to show some type of resistance. In older people who have 
acute pemphigus I have not observed good results. This case is striking in that 
the patient is a rather old man, although his general health is good. Seven or 
eight years ago, when I[ started using vitamin D therapy, I had 2 young patients, 
who have entirely recovered; but it caused no improvement in any of the older 


ones. 
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Dr. J. M. ScuitpKrRAut, Trenton, N. J.: This man still has several active 
lesions in the mouth; so he may have some relapses. I had one patient who was 
hospitalized for about fourteen months and in whom the condition finally cleared 
entirely under large doses of sulfanilamide. 


Reticulated Pigmented Poikiloderma of the Face and Neck (Civatte). 
Presented by Dr. REUBEN FRIEDMAN. 

J. P., a white man aged 46, presents a reticulated, reddish brown pigmentation 
on the forehead extending in an irregular bandlike fashion horizontally across 
the forehead and downward on each temple to and across the temporal hairline, 
where it abruptly ends. Similar pigmentation of the skin is noted on the middle 
of the posterior aspect of each ear and also on the lateral aspect of the neck 
below the mastoid and in the region of the angle of the jaw. The eruption also 
extends forward on each side involving part of the neck and the mandibular region. 
Here and there within the area of involvement on the forehead are small irregular 
whitish atrophic patches and minute telangiectases. Virtually all the reddish color 
of the eruption disappears on diascopic pressure, but a faint brownish pigmentation 
persists. The sides of the neck present a minute whitish pinpoint stippling, corre- 
sponding largely to the pilosebaceous orifices. It is noteworthy that the skin of 
that part of the retroauricular region of the head which is protected and shadowed 
by the ear is entirely free and sharply demarcated from the rest of the pigmentary 
disturbance. The eruption began about three years ago on the left side of the 
forehead as a small reddish brown spot about the size of a tackhead. It then 
spread slowly to the left ear for about one year and then toward the right ear. 
The condition is entirely asymptomatic. There is no history of any undue expo- 
sure to actinic rays. The blood tests for syphilis gave negative results. Histologic 
examination of a section of skin removed from the left side of the neck disclosed 
atrophy of the epidermis, with flattening and diminution in the number of papillae 
and dilatation and hyperkeratosis of the follicular openings. There was a well 
marked distribution of golden brown pigment in the basal cells and an occasional 
clump of pigment in the upper part of the cutis. The upper half of the cutis 
showed mild edema and dilatation of the blood vessels. Around some of the 
vessels there were clumps of deeply staining cells which resembled nevus cells, 
but they were without pigment. 

DISCUSSION 

Dr. Frep D. WEIDMAN: Histologically, there were atrophy of the epidermis, 
hyperpigmentation and but few telangiectases. Perhaps the specimen was not 
taken from a part of the skin which showed the telangiectasis to the best possible 
advantage. 

Dr. Donatp M. Prittspury: I think that the condition is fairly typical of the 
poikiloderma which was described by the French during the World War, and of 
the melanosis of Riehl described by the Germans, apparently associated with some 
nutritional disturbance. It is somewhat unusual in that the forehead was also 
involved, but I believe that has been described. 

Dr. REUBEN FRIEDMAN: Some authorities consider Civatte’s disease a variety 
of the war melanosis of Riehl, otherwise known as melanodermatitis toxica 
lichenoides et bullosa. The condition in this case, however, differs from the 
latter at least in that Riehl’s melanosis has a histologic picture strongly resembling 
lichen planus: hence the use of the term lichenoides in the title given to that 
entity. This particular section shows no cellular infiltration in the upper part 
of the cutis, as would be consistent with a lichen-planus-like picture. Although 
they are separate and distinct entities, the Civatte type of poikiloderma may be 
regarded as one of a group of dermatoses of which Riehl’s melanosis is the generic 
type. 
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A Case for Diagnosis: Localized Bullous Eruption with Keloidal Scarring 
(Dermatitis artefacta?). Presented by Dr. Donatp M. PILLssury. 

J. H., a white girl aged 15, presents a widespread lesion involving the extensor 
surface of the right wrist and the dorsal surface of the hand, the upper portion 
consisting of a hypertrophic, somewhat tender scar and the lower, advancing 
portion being an oozing secondarily infecte# area at the site of the coalescent 
bullae. Swelling of the hand was noted originally, but this has subsided. There 
is no associated lymphangitis or lymphadenopathy. The rest of the cutaneous 
surface and the mucous membranes are normal. The vulva was not examined. 
The patient stated that in June a piece of smouldering rubber came in contact 
with her right wrist while she was burning some trash. About two hours later 
a small bulla was noted. Since that time a recurrent crop of ovoid and circular 
bullae has appeared at the lower portion and sides of the lesion. Scarring at the 
upper portion has gradually become more keloidal and tender. The history is 
somewhat contradictory as to whether or not complete healing has occurred since 





Localized bullous eruption with keloidal scarring. 


the onset of the lesion. A fixed gelatin dressing was applied on October 13, and 
the borders of the lesion were outlined with carbolfuchsin. On removal of the 
fixed dressing on October 18, no extension of the process was noted. A tannic 
acid and merthiolate jelly was applied, and the hand and wrist were again enclosed 
in a fixed dressing. There is no history of drug ingestion. The blood count was 
normal. A culture of the contents of an intact bulla taken on October 9 remained 
sterile. The patient has received ultraviolet therapy and a wide variety of local 
applications, without particular effect on the progress of the lesion. A total of 
140 r of roentgen rays in two doses, unfiltered, at 90 kilovolts, has been given. 


DISCUSSION 
Dr. J. M. ScuipKravt, Trenton, N. J.: I think that the process is a derma- 
titis artefacta. 
Dr. J. V. Ktauper: Most patients with this condition have a_ hysterical 
make-up. Has this patient been examined for palatal and conjunctival anesthesia? 
Dr. Donatp M. Pittsspury: I have not made inquiry on that point. 
Note.—The lesions completely healed under occlusive dressing. 





Book Reviews 


A Text-Book of Occupational Diseases of the Skin. By Louis Schwartz, 
M.D., Medical Director, United States Public Health Service, in Charge of 
Dermatoses Investigations, Washington, D. C., and Louis Tulipan, M.D., 
Clinical Professor of Dermatology and Syphilology, New York University 
College of Medicine, New York. Price, $10.00, cloth. Pp. 799, with 116 
illustrations. Philadelphia: Lea & Febiger, 1939. 

This textbook of industrial dermatology is most welcome. Dermatologists, 
industrial physicians and others interested in the cause, prevention and treatment 
of dermatoses due to various irritants to which workers are subjected in various 
trades, occupations and professions will approve of a most adequate presentation 
of this rather neglected subject. Schwartz, because of his position in the United 
States Public Health Service, has been able to draw from his rich experience in 
industrial dermatology as could no other American dermatologist. He has been 
ably assisted by his co-author, Tulipan, who has also had intensive experience 
with industrial dermatoses in compensation work. While most of the material is 
drawn from the authors’ own observations and experience, they have incorporated 
the reports of numerous other investigators in this field and have included an 
extensive list of references. 

The first 74 pages are devoted to such subjects as the relation of workmen’s 
compensation laws to dermatoses in the United States and the incidence and 
classification of causes of industrial diseases of the skin. There are chapters on 
the diagnosis and general methods of treatment and prevention. In the chapter 
on diagnosis of occupational dermatitis, patch tests are discussed together with 
the technic of patch testing and the interpretation of the results. A list of sub- 
stances for patch tests, with the concentrations to be employed, is included. 

In the main portion of the book the manufacturing processes and the chemicals 
used in industry are presented. Not only the chief substances which are likely to 
cause irritation of the skin in the manufacture of a certain product are listed 
but also the possible irritating qualities which may develop from the use of the 
final product. For instance, the various substances which may produce a derma- 
titis encountered in the manufacture of wool, silk, rubber goods, leather and 
cosmetics are given, as are also the many ways in which a dermatitis may develop 
in the users of the finished products. 

Dermatoses caused by animal parasites, bacteria and fungi are adequately 
described, as well as occupational diseases of the mouth and nails. The authors 
give an analysis of the cutaneous hazards in seventy-four occupations. They 
include a list of “chemicals which are known to be or which can be skin irritants.” 

Some may feel that the size of the book could be materially reduced by 
eliminating seemingly nonpertinent descriptions of various industrial processes. 
The authors have sensed this and state: “Although many details may appear 
irrelevant, such descriptions give the background on which the actual dermatosis 
develops, and make for a fuller understanding. In addition, they often aid in 
determining the possible irritants to which a worker may be exposed.” 

It is admitted that some of these descriptions seem rather nonessential, but 
they do serve as an important source for reference material. 

All dermatologists and others interested in occupational diseases of the skin 
will feel indebted to the authors for the fulfillment in such an acceptable manner 
of a long-felt need. 


Tumors of the Skin, Benign and Malignant. Dr. Joseph Jordan Eller. Price, 
$10.00. Pp. 607, with 403 illustrations. Philadelphia: Lea & Febiger, 1939. 


The author has written the first comprehensive treatise on benign and malignant 
tumors of the skin, including diagnosis and methods of treatment. The subject 
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of the benign tumors includes those of connective tissue origin, those originating 
from muscle and nerve tissue, nevi and other anomalies of the skin, tumors of 
infectious origin and precancerous conditions of the skin. Malignant tumor 
include carcinoma, malignant melanomas, sarcoma and lymphomas. A chapter on 
cutaneous surgery and plastic repair of tumors of the skin is also included. 

An appendix contains practical data on radiation physics and biology, with 
dosage, and there are numerous tables and charts to determine the proper method 
of treatment and the proper dosage. An adequate bibliography has been included 

Both the clinical photographs and the photomicrographs are carefully selected 
and splendidly reproduced. With few exceptions they are unusually good. The 
only criticism to offer is that some of them which show effects of treatment ari 
out of focus or too indistinct to be of value. Throughout the entire volume heavy 
glazed paper is used, which greatly aids the excellence of the reproductions. 

It is a pleasure to read a book that is written in such a clear style, with n 
unnecessary verbiage and with a minimal discussion of debatable subjects. The 
book should prove of great interest to all dermatologists and to many practitioners. 


DEATHS 
Dr. Laurence R. Taussig, of San Francisco, died on February 11. 


Dr. George M. Fisher, of Utica, N. Y., died on February 25. 





Directory of Dermatologic Societies * 


INTERNATIONAL 
TENTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 


Oliver S. Ormsby, President, 25 E. Washington St., Chicago. 
Paul A. O’Leary, Secretary-General, 102-2d Ave. S. W., Rochester, Minn. 
Place: New York. Time: Postponed indefinitely. 


PAN AMERICAN MEDICAL ASSOCIATION, SECTION OF DERMATOLOGY 
AND SYPHILOLOGY 


Elmore B. Tauber, President, 19 W. 7th St., Cincinnati. 
Austin W. Cheever, Secretary, 49 Bay State Rd., Boston. 


FOREIGN 
BritisH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


L. P. Ereaux, President, 1390 Sherbrooke St. W., Montreal. 
F,. E. Cormia, Secretary-Treasurer, 2068 Sherbrooke St. W., Montreal. 


RoyaL Society OF MEDICINE, SECTION OF DERMATOLOGY 


H. W. Barber, President, 7 Devonshire Pl., London, W. 1, England. 
Louis Forman, Secretary, 7 Devonshire Pl., London, W. 1, England. 


NATIONAL 
AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
John G. Downing, Chairman, 520 Commonwealth Ave., Boston. 
C. F. Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 
Place: New York. Time: June 10-14, 1940. 
AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY 
Paul A. O’Leary, President, Mayo Clinic, Rochester, Minn. 
Earl D. Osborne, Secretary, 471 Delaware Ave., Buffalo, N. Y. 
Place: Philadelphia. 
AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY 

Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary-Treasurer, 416 Marlborough St., Boston. 

AMERICAN DERMATOLOGICAL ASSOCIATION 
Frank C. Knowles, President, 2035 Spruce St., Philadelphia. 
Fred D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 

SocIETY FOR INVESTIGATIVE DERMATOLOGY 
Joseph V. Klauder, President, 1934 Spruce St., Philadelphia. 


S. W. Becker, Secretary, University of Chicago, Department of Medicine, Chicago. 


* Secretaries of dermatologic societies are requested to furnish the information 
necessary for the editor to make this list complete and to keep it up to date. 
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SECTIONAL 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
John C. Kerr, President, 621-14th St., Wheeling, W. Va. 
Marvin B. Goldstein, Secretary-Treasurer, Stambaugh Bldg., Youngstown, Ohio. 
Place: Buffalo, N. Y. Time: Spring 1940. 


MISSISSIPPI VALLEY DERMATOLOGICAL SOCIETY 
Daniel J. Kindel, President, 1910 Union Central Bldg., Cincinnati. 
Herbert Rattner, Secretary-Treasurer, 25 E. Washington St., Chicago. 
Place: Chicago. 
New ENGLAND DERMATOLOGICAL SOCIETY 
J. Harper Blaisdell, President, 83 Marlborough St., Boston. 
Bernard Appel, Secretary, 483 Beacon St., Boston. 


NorkTHERN NEW JERSEY DERMATOLOGICAL SOCIETY 
Louis J. B. Le Bel, President, 165 Grant Ave., Nutley. 
C. C. Carpenter, Secretary, 38 Waldron Ave., Summit. 
Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 
Tuesday of March, April, October and December. 


SOUTHEASTERN DERMATOLOGICAL ASSOCIATION 


J. R. Allison, Chairman, 1121 Barnwell St., Columbia, S. C. 
Howard King, Secretary, 328 Doctors Bldg., Nashville, Tenn. 


SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Howard Hailey, Chairman, 107 Doctors Bldg., Atlanta, Ga. 
John H. Lamb, Secretary, 117 N. Broadway, Oklahoma City. 


STATE 


CALIFORNIA MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 


Nelson Paul Anderson, Chairman, 2007 Wilshire Blvd., Los Angeles. 
Julius R. Scholtz, Secretary, 1930 Wilshire Blvd., Los Angeles. 


CONNECTICUT STATE MEDICAL SOCIETY, SECTION ON DERMATOLOGY 


Michael J. Morrisey, Chairman, 18 Asylum St., Hartford. 
Harry Bailey, Secretary, 242 Trumbull St., Hartford. 


FLor1IpA SOCIETY OF DERMATOLOGY AND SYPHILOLOGY 


Alan D. Brown, Chairman, 117 W. Duval St., Jacksonville. 
Lauren M. Sompayrac, Secretary, 459 St. James Bldg., Jacksonville. 


LovuIsIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, 921 Canal St., New Orleans. 


MASSACHUSETTS MEDICAL Society, SECTION ON DERMATOLOGY AND SYPHILOLOGY 


C. Guy Lane, President, 416 Marlborough St., Boston. 
J. G. Downing, Secretary, 520 Commonwealth Ave., Boston. 


MEDICAL SOCIETY OF THE STATE OF NEW YorK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 
Frank C. Combes, Chairman, 80 W. 40th St., New York. 
Rudolph Ruedemann Jr., Secretary, 256 State St., Albany. 








DIRECTORY 














SECTION 





SOCIETY OF THE STATE OF PENNSYLVANIA, 
ON DERMATOLOGY 


MEDICAL 





Vaughn C. Garner, Chairman, Germantown Professional Bldg., Philadelphia. 
Bernhard A. Goldmann, Secretary, 500 Penn Ave., Pittsburgh. 












MEDICAL Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


MICHIGAN STATE 





Ruth Herrick, Chairman, 26 Sheldon Ave. S. E., Grand Rapids. 
Eugene A. Hand, Secretary, 801 Second National Bank Bldg., Saginaw. 








MINNESOTA DERMATOLOGICAL SOCIETY 
Carl W. Laymon, President, 345 Medical Arts Bldg., Minneapolis. 

F. W. Lynch, Secretary-Treasurer, 317 Lowry Medical Arts Bldg., St. Paul. 
Time: First Friday in October, December, February and April 
















OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


M. M. Wickham, President, Norman. 
W. A. Showman, Secretary, 108 W. 6th St., Tulsa. 









TEXAS DERMATOLOGICAL SOCIETY 
Leslie Smith, President, 109 N. Oregon St., El Paso. 


Duncan QO. Poth, Secretary, 414 Navarro St., San Antonio. 






LOCAL 
















3ALTIMORE-W ASHINGTON DERMATOLOGICAL SOCIETY 
Walter Teichmann, President, 1726 I St. N. W., Washington, D. C. 
Russell J. Fields, Secretary, 1726 I St. N. W., Washington, D. C. 
Place: Alternate cities. Time: Third Thursday of each month. 






Bronx DERMATOLOGICAL SOCIETY 





Marion B. Sulzberger, President, 962 Park Ave., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 






BroOKLYN DERMATOLOGICAL SOCIETY 
M. J. Cantor, President, 907 St. Marks Ave., Brooklyn. 
S. H. Silvers, Secretary, 920 Bushwick Ave., Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 









BuFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 


Richard L. Saunders, President, 333 Linwood Ave., Buffalo. 
James W. Jordon, Secretary, 471 Delaware Ave., Buffalo. 


















CENTRAL NEW YorK DERMATOLOGICAL SOCIETY 
Leon H. Griggs, President, 1804 State Tower Bldg., Syracuse. 
Maxwell C. Snider, Secretary, 106 Oak St., Binghamton. 






CHICAGO DERMATOLOGICAL SOCIETY 






Herbert Rattner, President, 25 E. Washington St., Chicago. 
Michael H. Ebert, Secretary-Treasurer, 25 E. Washington St., Chicago. 
















CINCINNATI SociETY OF DERMATOLOGY AND SYPHILOLOGY 

Daniel J. Kindel, President, 1910 Union Central Bldg., Cincinnati. 

Lawrence Goldberg, Secretary-Treasurer, Doctors Bldg., Cincinnati. 

Place: Cincinnati. Time: First Wednesday of each month, except July, August 
and September. 
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CLEVELAND DERMATOLOGICAL SOCIETY 
C. L. Baskin, President, 159 S. Main St., Akron, Ohio. 
Charles G. La Rocco, Secretary, 2060 E. 9th St., Cleveland. 


DETROIT DERMATOLOGICAL SOCIETY 


A. R. Woodburne, President, 612 Medical Arts Bldg., Grand Rapids, Mich. 
Ruth Herrick, Secretary-Treasurer, 528 Medical Arts Bldg., Grand Rapids, Mich. 


Kansas City (Mo.) DERMATOLOGICAL SOCIETY 


C. C. Dennie, President, 1103 Grand Ave., Kansas City. 
Thomas B. Hall, Secretary, 902 Professional Bldg., Kansas City. 


Los ANGELES DERMATOLOGICAL SOCIETY 
Chris R. Halloran, President, 1052 W. 6th St., Los Angeles. 
Saul S. Robinson, Secretary, 1930 Wilshire Blvd., Los Angeles. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGIC SOCIETY 


George C. Andrews, Chairman, 115 E. 61st St., New York. 
Anthony C. Cipollaro, Secretary, 40 E. 6lst St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


L. P. Ereaux, President, 1390 Sherbrooke St. W., Montreal, Canada. 
Paul Poirier, Secretary, 456 Sherbrooke St. E., Montreal, Canada. 


New York ACADEMY OF MEDICINE, SECTION OF DERMATOLOGY AND SYPHILIS 
E. William Abramowitz, Chairman, 853-7th Ave., New York. 
Lewis B. Robinson, Secretary, 102 E. 78th St., New York. 


New York DERMATOLOGICAL SOCIETY 


Frank C. Combes, President, 80 W. 40th St., New York. 
J. Gardner Hopkins, Secretary-Treasurer, 102 E. 78th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 


Donald J. Wilson, President, 1113 Medical Arts Bldg., Omaha. 
Leonard J. Owen, Secretary-Treasurer, 954 Stuart Bldg., Lincoln, Neb. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Joseph V. Klauder, Chairman, 1934 Spruce St., Philadelphia. 
Herman Beerman, Secretary, 255 S. 17th St., Philadelphia. 
Time: Third Friday of each month from September to May, inclusive. 


PITTSBURGH DERMATOLOGICAL SOCIETY 
Marvin B. Goldstein, President, Stambaugh Bldg., Youngstown, Ohio. 
Charles L. Schmitt, Secretary, Medical Arts Bldg., Pittsburgh. 
Time: Third Thursday of every month except July and August. 


St. Louts DERMATOLOGICAL SOCIETY 


Martin F. Engman Jr., President, 3720 Washington Blvd., St. Louis. 
Joseph Grindon Jr., Secretary-Treasurer, 323 Lister Bldg., St. Louis. 
Place: Barnard Free’ Skin and Cancer Hospital. Time: 2 p. m., second 


Wednesday of each month. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Merlin T.-R. Maynard, President, San Jose, Calif. 
H. V. Allington, Secretary, 3115 Webster St., Oakland, Calif. 
Time: Third Friday of February, April, September and November. 











